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The Catholic Code Based on Natural Law 


Rev. William F. Robison, S. J., Ph. D., President of St. Louis 


assembled, has adopted the “Surgical Code for 

Catholic Hospitals.” All the hospitals of the 
Association lie under the obligation to enforce this 
Code. All the doctors practicing in these hospitals are 
in honor held to observe it, at least within these hospi- 
tals. They should observe it always and everywhere. 
I shall endeavor to discuss the two main points of this 
Code, showing that they are based on the natural law, 
which, irrespective of any positive precepts, extends its 
obliging force to every human being. 

These two points are: first, it is unlawful, un- 
ethical, against the natural law to perform any opera- 
tion or to administer any medicine which directly re- 
sults in the destruction of foetal life; second, except 
in the case of necessity for the preservation of the life 
of the patient through the removal of diseased organs, 
the sterilization or mutilation of man or woman is like- 
wise unlawful, unethical, against the natural law. 


T= Catholic Hospital Association, in convention 


These two main points are the ones to which I 
shall restrict myself in this paper—without descending 
to the particulars of their application. By venturing 
into the particulars of application I might give some 
color to an objection from some physicians who do not 
agree with the stand taken by the Code and who might 
say: “This is a technical subject which calls for techni- 
cal knowledge.” Such “technical knowledge” I do not, 
indeed, lay claim to. But, in the discussion of the two 
main points referred to, I may say with full justice: 
“The discussion of these principles is not technical in 
a medical or surgical sense. It is fundamental, ethical, 
moral. And on such a subject I claim competence to 
speak, not as a priest or as a Jesuit, but as an intelligent 
man.” And let me state right at the outset that it is 
in this capacity that I propose to treat the matter, and 
from the standpoint of reason alone. The Catholic 
Church has, it is true, spoken uncompromising words 
about the subject matter of our consideration; but, al- 
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though I value this direction of the Church more high- 
ly than I can say and although I thank God that such 
direction has been given to warn the feeble efforts of 
investigation from the rocks of error, I sha!l appeal to 
no such decision. I shall consider the subject accord- 
ing to the title of this paper, and shall examine the two 
main points of the Code in the light of the natural law. 

I. First, then, to do anything which directly 
results in the destruction of foetal life is against the 
natural law. So runs the Code, and the Code is right. 


Let us note with particular insistence that there 
is question of the direct killing of the foetus in any 
way, and that such direct killing is held to be against 
the law of nature. Indirectly such a destruction of 
foetal life may be allowable in certain circumstances and 
this too according to the natural law. This distinction 
between direct and indirect is one not readily grasped 
by many who discuss the subject. At times it is char- 
acterized as “compromising,” “side-stepping,” “evasion,” 
“subterfuge” and so on. It is not; it is founded on 
unassailable principles of morality. The position 
amounts to this: when an action which produces certain 
effects is not bad in itself, but is either good or at least 
indifferent; when such an action is the cause of two 
effects, the one good and the other bad; when these two 
effects flow from the cause with equal directness, and 
the good effect is not the result of the bad effect; when 
there is a reason sufficiently grave to justify the per- 
mission of the evil effect, which is never desired in it- 
self; then, and then only, such an action is allowable. 


There are, then, four conditions to be verified be- 
fore such an indirect causing of evil is free from guilt 
according to nature’s law; (a) the action which is the 
cause of the two opposite effects must be at least morally 
indifferent, not bad in itself; (b) the evil effects must 
not precede the good effect (and this condition is of 
supreme importance) ; (c) the evil effect must never be 
willed, but only permitted; (d) there must be a pro- 
portionately grave reason for such a permission. 
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Let me illustrate all this by an example. It is the 
time of war, and I am one of a beleaguered garrison, 
holding off the superior forces of the enemy to cover the 
compelled retreat of disease-ravaged comrades. There 
is a huge magazine of munitions of war which must be 
exploded, both in order that it may not fall into the 
hands of the foe and that its destruction may halt their 
advance. The time-fuses, attached to the mine, have 
been pulled away and destroyed by a traitor, and there 
is no opportunity to repair the harm. Yet the magazine 
must be destroyed; and the commanding officer orders 
me to thrust a lighted torch into a keg of powder inside 
the magazine, whilst my fellow-soldiers flee. Am I 
justified in doing as I am told? Let us examine the 
conditions referred to. (a) The action of thrusting a 
lighted brand into a keg of powder is not bad in itself. 
So, that condition is safe. (b) There are two effects 
consequent upon this action—one good and the other 
bad, namely, the destruction of the magazine and the 
halting of the enemy, which is a good effect; and my 
own destruction, which is a bad effect. Of these two 
effects, the good one is at least equally direct and im- 
mediate with the bad one, and the good is not com- 
passed by means of the bad. So, that condition is 
assured, (c) The evil effect is not willed; for I do not 
will my own death and would avoid it if I could; it is 
only permitted through a deplorable necessity. Hence, 
the third condition, regarding my intention, is secure. 
(d) Finally, there is a sufficient reason for permitting 
this undesirable consequence, in as much as the safety 
of my comrades and the checking of the foe are of such 
‘ serious weight as to make it prudent and reasonable to 
permit this evil. Hence, I may do what I am told to do 
and thus indirectly have a hand in bringing about my 
own death—yet without the guilt of suicide. 


Once more, since this distinction between direct 
and indirect is of such importance, let me give an ex- 
ample touching the matter under consideration, an ex- 
ample, that is, between direct and indirect killing. (1) 
(Direct) Suppose a girl has made what is sometimes 
called a “misstep” and that, though unmarried, she is 
in the way to become a mother. In dread of losing her 
good name and of being branded with dishonor before 
the world she approaches someone who writes M. D. 
after his name and has him give her some medicines 
which will bring on miscarriage or adopt such measures 
as will produce abortion. The measures referred to or 
the medicines prescribed have a two-fold effect, one good 
and the other bad, namely, the preservation of her name 
from obloquy and the death of the living foetus. Is 
this killing only indirect? Are the conditions for the 
allowing of an evil effect fulfilled? Far from it; the 
most important of these necessary conditions is lack- 
ing, namely, that the evil effects should not precede the 
good effect, or that the good effect be not obtained by 
means of the evil. That is not so here; she preserves 
her good name by means of the killing of the babe un- 
born. And such killing is direct: (2) (Indirect) On 
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the other hand, suppose a pregnant mother to be in 
imminent danger of death from some fever or some 
other serious disease. The fever requires for its abate- 
ment (and there must be abatement or death will en- 
sue) some medicine which directly brings about the 
betterment of the condition which is so dangerous, but 
which the physician knows may, or will, result second- 
arily in provoking a miscarriage. The medicine is 
given. It has two effects: it acts as a specific against 
the death-bearing fever, and it also brings about the 
death of the foetus. But it does not bring about the 
relief from the fever by means of the death of the little 
one; the good effect is not obtained as the result of the 
bad effect. Such a killing of the foetus is indirect. 

When all of the four aforesaid conditions, then, are 
verified, it will be lawful to do something which in- 
directly results in the destruction of foetal life. But 
anything, whether medical or surgical which directly 
attacks the living foetus is monstrous; it is murder, 
pure and simple. Why? Because it is the taking of 
human life; and human life is sacred and God alone is 
the Master of that life. Human life is there. That is 
evident, and is supposed in this consideration. The 
unborn child is as truly a human being as it will be if it 
lives to the full stature of mature manhood or woman- 
hood, and it has the rights which from the Author of 
nature are the patent of nobility of human beings. Only 
in three instances may human life be directly taken 
away without the curse of Cain branding the forehead 
of the homicide; and these three instances are: first, in 
a just war; second, in the just execution by public 
authority of a condemned criminal; third, in rightful 
self-defense against an unjust aggressor. The killing 
of the babe unborn falls under none of these categories, 
and is a violation of the mandate of the Eternal who 
said, “Thou shalt not kill,” which command was spoken 
in the depths of the human heart before it was 
thundered from Mount Sinai. 

There is the matter in a nutshell. Not the parents, 
not the doctors are the masters of the little life, but 
only the God who gave that life as He created the im- 
mortal soul to animate the flesh. And this is the posi- 
tion of the “Catholic” Code as touching the first point. 

(Objections.) (a) And right here we are met 
with the first of the objections of those who refuse to 
admit or follow the code. They say—“Yes, it is the 
Catholic Code; you follow it because you are Catholics.” 
This is true only after a fashion. The Code does, in- 
deed, express the position of the Church,but such is the 
position of the Church only as safe-guarding the 
natural law. It is not a something which she 
might change tomorrow, if she so willed, as she might, 
for instance, change the laws of fast and abstinence. 
It is not a piece of ecclesiastical legislation; it is the 
law of nature, which is the divine law. It is Catholic ° 
only in the sense in which the Ten Commandments are 
Catholic; and to say that this point of the Code is 
Catholic and that therefore those who are not Catholics 
are at liberty to reject it, is the same as to say that 
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one who is not a Catholic may with impunity refuse to 
obey the law (natural as well as divine) which says, 
“Thou shalt not commit adultery” or “Thou shalt not 
steal.” It is the voice of nature and of nature’s God 
which says, “Thou shalt not kill.” 

(b) Another objection of the opponents of the 
Code is based upon utilitarian grounds. They refer 
to a case in which either the mother’s or the child’s life 
must be lost, and they say that the mother’s life is of 
more value than the child’s; that she may be and is 
needed for the care and support of a helpless brood— 
and so forth. Therefore, they urge, let us save the 
mother’s life at the price of the little one’s. A formid- 
able plea, truly! What shall we say? Well, to begin 
with, it is not easy to evaluate a human life and to say 
which of two is of more value. It may well be that the 
child is destined to be of much more value to the world 
than the mother was. However, that is a problematical 
issue, and need not delay us. Save the mother? Yes, 
if it be possible by legitimate means. But, at the price 
of the child’s life? That is something altogether beyond 
our competence. That is evil, the violation of the God- 
given right of a human being—and it may not and must 
not be done. 

But, they go further and suppose the case in which, 
if things are left to themselves, both mother and child 
will die. “Surely,” they say, “it is better to save one 
rather than allow both to perish.” And the answer is— 
“ves,” if it can be done without evil; if it cannot be 
compassed without homicide, “No.” We Catholics are 
sometimes, and we Jesuits are oftener, accused of hold- 
ing the principle, which can only be characterized as 
damnable, that “the end justifies the means,” and that 
any means, though against all right, become permis- 
sible or laudable, if employed for some good object. 
Such a principle we do not, and could not, hold without 
dishonor and guilt; it is the principle which is invoked 
by the false utilitarians. No, no matter how desirable 
the object to be compassed may be, it is never lawful 
to employ for its attainment a means which is wrong; 
we may never do evil that good may come—and the 
direct destruction of the living foetus is always evil. 

(c) Again, when the basis of utilitarianism has 
crumbled beneath the feet of those who favor the 
destruction of the foetus in exceptional circumstances, 
they try to shift the discussion to the ground of senti- 
ment. They ask, as I have heard them ask, “What 
would you do, if it were your mother or your sister or 
someone else near and dear to you who is in the predica- 
ment described before?” Such a question attempts to 
shift the discussion from the solid ground of principle 
to the wavering field of emotion. It is not a fair ques- 
tion, and, what is more, it is not at all a pertinent ques- 
tion. What one would or might do in the premises, 
does not settle the matter; for one might do many 
things which would run directly counter to the moral 
law. Unless sustained by a strength far above the 
vacillations of human frailty, a man in difficulties might 
commit theft or murder or some heinous enormity ; but 
he would not be justified in so doing. No, the ques- 





tion is not what one would do, but what one ought to 
do. And what should he do in the circumstances out- 
lined? He should, and morally must, leave things in 
the hands of God, who is the Master of life and death. 
For, not only in our courts of justice, but in every 
human heart that is upright the motto should be in- 
scribed in letters of flaming light, “Fiat justitia, ruat 
coelum,” “Let justice be done, though the heavens fall.” 


(d) Another objection, more formidable at first 
sight because buttressed by apparent right, is the one 
based upon the right of self-defense against an unjust 
aggressor. If a man with hate in his heart and malice 
in his soul attack me, I am altogether justified in de- 
fending myself against his assault, even to the extent 
of inflicting death upon him, if this is the only way in 
which I can escape with my life. Nay more, if some- 
one who is no longer a free human agent, because, for 
instance, he is maddened with drink or because his 
mind has slipped into the dark night of insanity, 
makes a like assault against my life, I may with 
unstained soul deal him the death blow, if such a 
blow is necessary for the conservation of my own exist- 
ence. For, the first assailant is formally an unjust 
aggressor, and the latter is materially an unjust aggres- 
sor; and the natural law allows one to defend his life 
against either or both, even, if need be, by the death of 
the assailant. 

All this they say; and they are quite right. But, 
they continue when the child’s presence threatens the 
life of the mother, it is precisely in the position of an 
unjust aggressor, and, therefore, it may be done away 
with. Truly a specious reasoning! but it is only spe- 
cious and not true. The child is not an aggressor in 
any sense whatever. One who, with formal injustice, 
attacks another, brings himself into conflict with that 
other’s right to life through an act of his own free will; 
the foetus did not and could not do that. One who, 
with injustice which is only material, assails another, 
places himself in the situation of aggression by some 
act of his own, even though the act be not free; the 
foetus did not and could not do that. It had absoultely 
nothing whatever to do with being in the situation 
where its own or its mother’s life is in jeopardy. The 
parents had more to do with its being where it is than 
it had; and so, if anyone were the aggressor, it would 
be the parent, and the objection of opponents, if it had 
any real force, would decree the destruction of the 
mother—which is manifestly absurd. No, there is no 
question of aggression of anyone upon anyone. It is 
in God’s hand to provide for either life or death—for 
He alone is Master of both. 


(e) Fundamentally, I believe, the position of 
those who hold any objection to the Code is reducible 
to one of two reasons. (i) The first and most radical of 
these reasons is that the opponents fail to recognize the 
position of Almighty God. They claim that this whole 
matter, which we are considering, falls within the 
province of what they call science, and not within the 
province of what they term religion, and should be 
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treated without mention of God. Now, to one who 
recognizes the big fact of God’s existence and of His 
sovereignty over the creatures of His omnipotence, it is 
clear that there is no act or fact affecting human life 
which is divorced from the dominion of God. There 
is a God and He is the Creator of mankind and man 
has a free, immortal soul accountable to God for its 
actions. With the man who denies these fundamentals 
of morality there is no use of discussing the morality 
of any act; there is no meaning in the investigation of 
whether it is right or wrong, ethical or unethical to 
destroy foetal life; for, without these fundamentals 
there is no morality, no right or wrong, no natural law. 
But, the man who does deny the foundations of morality 
has entered upon a way which is fatal to himself and to 
his true dignity and is ruinous to society. 


Give God His place in this world, which is His 
world, and the position of the Code is unassailable. 


(f) Another reason why some fail to appreciate the 
invincible truth of the position which we are defend- 
ing is this: They have accustomed themselves to think 
that whatever is “legal,” or allowed by the civil law, 
is also “lawful,” or approved by the natural law. But, 
this is a disastrous fallacy. There are things which are 
above and beneath and beyond civil statutes. If this 
were recognized (as it should be by clear-thinking 
men) we would not have the fallacy which distinguishes 
between “therapeutic abortion” and “criminal abor- 
tion ;” for, in the light of the natural law with its sound 
principles, all direct abortion, whether therapeutic or 
otherwise, whether sanctioned by civil statute or not, is 
criminal abortion. If any civil enactment contravenes 
the dictates of the law of nature and therefore of na- 
ture’s God, it is void; it cannot make right what is 
wrong by natural and divine precept. 


In the days of ancient Rome it was a civil enact- 
ment, and therefore “legal,” that all must bow down 
before idols of clay or stone and offer incense to pagan 
deities. Because it was “legal,” was it lawful? It was 
not. For the Christian or Jewish subjects of Rome 
to comply with the enactment meant treason to their 
God and disgrace to the nature which He had given 
them ; for them to lay down their lives rather than yield 
was not folly or unfaithfulness to their country, but 
martyrdom and heroic courage and sublime bravery. 
And if today there stand upon the statute books any 
socalled laws which are against the principles of the 
natural law; if in the future such enactments should 
disgrace the fair name of our country; the actions in 
accordance with such measures would have only a 
fictitious “legality,” but they would not have the faint- 
est trace of “lawfulness.” Once more, it is only when a 
statute is in accord with the requirements of the natural 
law, that an action placed according to its provisions is 
not only “legal” but “lawful.” Only in the supposition 
(which is contrary to fact) that the direct destruction 
of foetal life does not contravene the natural law could 


it be said that such an action is not only legal, but law- 
ful and permissible. And, let us remember, the word- 
ing of the Code is that such destruction is not lawful, 
even though it be legal. 


These considerations will, I think, be sufficient to 
one who gives them due reflection to establish the fact 
that the first of the two points of the Code is based upon 
the natural law—and must be observed by all. 


II. The second point of the same Code is this: 
except in the case where it is necessary for the life of 
the person any sterilization or mutilation, directly 
caused, is immoral, unethical, against the natural law. 
It will not be necessary to devote so much time to the 
consideration of this point, since many of the thoughts 
brought before us in the establishment of the first point 
make this conclusion much easier of apprehension. 


The natural law, enshrined in the Ten Command- 
ments, forbids one to kill directly either himself or 
others; suicide and homicide are both against the man- 
date of God, “Thou shalt not kill.” And the reason 
for this prohibition is that God, and not man, is the 
Lord and Master of the creature. It is only an exten- 
sion of the same commandment, based upon the same 
reason, which makes it unlawful for a man to mutilate 
himself or others. He may not lawfully maim himself 
or maim others, or allow another to maim him or another 
who is under his charge. Man may boast that he is the 
captain of his soul and the master of his fate; but he is 
so only in a restricted sense. He is not truly the 
master of his own being; he is but the guardian of a 
sacred trust. He is the administrator of a charge, and 
nothing more; he has no direct dominion over himself 
and his faculties and powers and members. He is not 
at liberty to permit the hacking off of his arms or the 
tearing out of his eyes—except in the one case, when 
the presence of arms or eyes, owing to their diseased 
condition, is a menace to the life and well-being of the 
whole man. And, furthermore, what he may not do to 
himself, he may not do to another, and he may not 
commission another to do to him or to another. 


This seems very simple; and it is. It is, in fact, 
irrefutable; and it can be dodged only by recourse to 
some of the exploded principles which have been re- 
jected earlier in our considerations. The only thing to 
be added is this: if, by the natural law, God forbids the 
destruction of any faculty (except in the case of neces- 
sity of preserving life), much more does He put His 
mandate against the destruction of a power which has 
to do with the propagation of the race—with the power 
of generation. Other faculties and powers are given 
for the good of the individual, yet in such a way that 
they are not the property of the individual, but a trust 
from God which must be guarded as such. This genera- 
tive power is given, not for the mere gratification of the 
individual but for the propagation of the race ; and there- 
fore in an added measure must it be protected as being 
under the complete dominion of God alone. 
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The conclusion, then, is that, whilst it is against 
the natural law to act with regard to any faculty of body 
(or soul) as if man were the master, instead of the 
steward of a trust, such a line of conduct is especially 
reprehensible when it touches the power which affects 
the very source of human life. Nothing may ever be 
done to destroy it directly, save in the one instance 
when such an interference is imperatively called for to 
protect the whole body from disaster and death. 

These, then, are the two main principles of the 
“Catholic” Code which we undertook to consider. They 
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are based on the law of nature and must be observed by 
all, whether Catholic or Protestant, Jew or Gentile. 
And the necessity of the observance will be patent to 
all who recall that this is God’s world, and He and He 
alone is the Master of life and death, that He and He 
alone has full and inalienable dominion over the work 
of his hands, and that by his divine law, promulgated 
by the voice of nature itself, He binds His responsible 
creatures to the fulfillment of His will, which makes for 
man’s true welfare here and for his eternal happiness 
hereafter. 


Notes on Collecting and Filing Hospital Records 


Sister M. Germaine, Mount St. Vincent, New York, N. Y. 


size the importance or the necessity of accurate 

and carefully kept hospital medical records, 

which we take for granted every one present admits; 

but rather to offer a few words of explanation on the 

subject, or suggestions that may prove helpful in filing 

and preserving them according to the Bellevue Inter- 
national System. 

The patient’s record should begin when he ap- 

pears or is reported in the admission office of the hos- 

pital, although it does not end with his discharge there- 


, NHE purpose of this brief paper is not to empha- 


reports of his cure, his improved condition, or perhaps, 
even of his failing health, will still be recorded for the 
information of the physicians and surgeons studying 
the case, not alone for the benefit of this individual 
patient, but for the benefit of others who may suffer 
from similar ailments. 

To quote from the opening paragraph of a recent 
report of the “Committee on Records” in a large hos- 
pital : 

“The person in charge of admission to the hospital, 
should always be one who realizes the necessity of 
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FIG. I AND IA—ADMISSION CARD FOR PRIVATE PATIENTS. 
It is not part of patient's history reco 
merely an admitting office record. 
This card is filled out in admitting office by Sister in charge. 


FIG. 2 AND 2A—ADMISSION CARD FOR WARD PATIENTS. 
This card is filled out in admitting office by Sister in charge. 
It is not part of patient's history record, 
merely an admitting office record. 
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The front of the card is filled in by the hospital registrar immedi- 
ately upon admission of the patient. This card is the keystone to the 
system. It remains with the patient until patient is discharged. The 
reverse side of the card is filled in by House Officer, according to the 
Bellevue Nomenclature, at the time patient is discharged. The card 
goes direct to Divisional Office and thence to Record Office, where it 
remains filed according to name. 


left in charge of a person who does not possess this 
qualification.” 

The admission card (Fig. 1) should be made out 
at once, in duplicate, or perhaps, in triplicate, if there 
is any likelihood that the patient will be included in 
the class having claims through the compensation de- 
partment. Of these records, one should be kept on file 
in the executive office; one, a bedside card, should ac- 
company the patient to the ward where it remains dur- 
ing his stay in the hospital, after which it is returned 
to the record office; and one should be sent to the com- 
pensation office. For convenience, these cards may be 
of different colors. 

As soon as practicable after the admission of the 
patient to the ward, the data on the bedside card should 
be copied by the nurse in charge, on the heading of an 
initial hospital blank. At the same time, an entry 
should be made in the ward admission book, or, if a 
ward card index is kept, in the ward file. Charts and 
histories should be kept in a place convenient to the 
patient’s bed during his stay in the hospital. 

Soon after the admission of the patient, at the 
latest, within 24 hours, in accordance with a form estab- 
lished in the hospital, the intern in charge should write 
the result of the physical examination on the special 
sheet provided for the purpose. To this should be added 
an admission note with provisional diagnosis. To each 
note written by the doctor, his signature should be at- 
tached. Each page added to the history should be 
numbered in sequence. Progress notes should be kept, 
and on the day of the patient’s discharge, a discharge 
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FIG. 4. NURSES’ RECORD SHEET. 

An admission note is required on every patient. This is written on 
the “preliminary sheet” by the first House Officer who sees the patient. 
When the Senior House Officer examines the patient, his findings and a 
provisional diagnosis should be added. Opinions of Visiting and Con- 
sulting Physicians should be noted on this sheet. 


FIG. 6. PRELIMINARY SHEET. 
FIG. 5. HOSPITAL HISTORY. 

“Temperature, pulse and respiration chart,” which also contains 
space for “Admission” Urinalysis. 
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note should contain definite facts regarding his condi- 
tion on that day. The opinion of the consultant, if 
called at any time to see the patient, his diagnosis, his 
suggestions for treatment, etc., dictated by him, should 
be written by him or by the intern in its proper 
chronological place among the notes. Every note should 
bear the signature of the doctor who wrote it. Reports 
of laboratory and x-ray findings, and reports of opera- 
tions should be made a part of the history for filing in 
the permanent record of the case. 

With the discharge of the patient from the hospital, 
the work of the Registrar really begins, and I may add, 
in many cases, her trials, too. Never ceasing vigilance 
on her part, is the price that she must pay for com- 
pleted histories ready for filing, simultaneously with 


tion, notes of patients’ history, reports of operation, etc., 
and later transcribes them. She also examines returned 
histories to note their completeness or discrepancies as 
to form, before sending them to the file room. The 
divisional room is the professional clerical workshop 
of the medical and surgical staff. The rules of procedure 
for the discharge of patients are as follows: 

1. The visiting Doctor, or his assistant, directs the 
house doctor, either verbally or by written order, to 
discharge the patient. | 

2. The Sister or nurse in charge of the ward sub- 
mits the bedside card and the history to the doctor for 
diagnosis and signature. No excuse for delay should 
be taken. 

3. The Sister or nurse deposits the bedside card 
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FIG. 7. HOSPITAL HISTORY. 

First page of history. Information at top of sheet should be filled 
in by nurse in charge. Note space for signature of house doctor and 
visiting doctor in upper right hand corner, also space for “Cured,” 
“Improved,” “‘Unimproved” or “Died.” 


the discharge of the patient from the hospital. How 
may she hope to succeed in this? 

As the writer’s experience has been acquired in St. 
Vincent’s Hospital, New York, it may be permitted her 
to recite the rules that have been formulated and carried 
out there with satisfactory results. 

The department of records include two rooms, the 
file room and the divisional office. The designation, 
file room, is self explanatory. To describe the purpose 
of the divisional office, it may be necessary to explain 
that the service in St. Vincent’s is made up of one medi- 
cal division, two surgical divisions, and special divisons 
which include genito-urinary, gynecological, ear, nose, 
and throat and eye services. To each division is as- 
signed a stenographer and typist, who takes from dicta- 





FIG. 8. 
Second sheet for history. 
FIG. 9 AND 10. 
Sheets used in the Record Office to record complications under each 
principal disease. 


and the history, finished or unfinished, signed or un- 
signed, by the visiting or house doctor, in the receiving 
basket provided for each service in the divisional office. 

4. The divisional secretary should deposit the 
signed bedside card in the record office immediately on 
receipt of same. This card is filed alphabetically by 
the patient’s name in the cabinet reserved for this pur- 
pose. 

5. The divisional secretary will, as soon as pos- 
sible, examine each history returned, note if it is un- 
finished, and attach to the incomplete histories her 
annotations as to the missing data. She should then 
attach to the history a follow-up card which has been 
previously made out from the bedside card, adding 
thereto, the final diagnosis in the case. 
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FIGS. 11 AND 12. CLINICAL LABORATORY CHARTS. 
Sheets are of different colors. 


6. When the history has been completed and _ think necessary for proper observation of the case in the 
0.K.’d by the house doctor, the history with the follow- return clinic. 
up card is submitted for the approval and signature of ?. The history which is then considered complete, 
the visiting doctor. At the same time, he is expected is delivered to the record office, where it is filed by 
to fill in on the follow-up card such data as he may diagnosis. The follow-up card is filed by name in the 
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FIG. 13. “DIGESTIVE TRACT SHEET.” 
This sheet is filled out and signed by Roentgenologist. It is then attached to the history at the bedside. 
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FIG. 14. FRONT AND BACK OF X-RAY RECORD CHART. 
follow-up cabinet. true. Until the person in charge of this important 
That there are difficulties to be met and over- department realizes its necessity, its great benefit to the 
come in obtaining complete hospital records, no one will medical profession and to the patients whom we all 
deny. That the accomplishment is impossible, is not desire to serve, she may not hope to succeed. She must 
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FIG. 15. RECORD OF OPERATION, INCLUDING ANAESTHESIA. Pathological Laboratory, where the report is added in the lower half. 
FIG. 16. PATHOLOGICAL REPORT. The completed report is then returned to the history. 
The information required in the upper half of this sheet is written FIG. 17. NEUROLOGICAL CHART. 
in by the Operating Surgeon. It then accompanies the specimen to the ’ 
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FIG. 18—18A. RETURN CLINIC CARD. 

All spaces above parallel lines except that marked “final diagnosis” 
and “discharge date’’ are filled out by the Divisional Secretary from 
morning report on day of admission. The card is then placed in a 
visible file in the Divisional Office, where it remains until the corre- 
sponding history is brought to the office at time of patient’s discharge. 
At this time the final diagnosis is typed on card and the card is 
attached to the history, when history is examined by Visiting, who 
writes a synopsis of the case on the card. The card is then filed in 
Divisional Office, where it is utilized as part of the return clinic. 
Records of return visits are made on reverse side of card. It is the 
duty of the Divisional Secretary to transcribe the record of return 
visits from this card to the original history. 


study the details of the system and become perfectly 
familiar with it in practice. She must expect dis- 
couraging and disappointing experiences at times. She 
must not, however, place the blame on the system which 
in the beginning may appear complicated, but when 


once understood is really very simple in its workings, 
if one will take the trouble to learn it. 

In our moments of impatience, it may help us to 
recall that it was in the hours borrowed or stolen from 
their well-earned night’s rest, that four distinguished 
physicians, the authors whose names appear on the title 
page of the International Nomenclature, collected and 
classified the diagnostic vocabulary which is the key 
to this filing system. This little book is the accepted 
guide in the Surgeon General’s Office at Washington. It 
is essential in the executive departments of hospitals, in 
courts, etc. 

The first step toward progress in the work of filing 
histories according to this system, is the possession by 
the Registrar of a 3x5 desk cabinet in which she must 
have a complete set of cards on which has been copied 
the diagnosis from the nomenclature in alphabetical 
order. 

Before permanently filing the history, the number 
according to diagnosis is written on the bedside card 
and on the history. It may not be out of place, here, to 
add a few words about the reports to be kept in connec- 
tion with this filing system. 

1. The daily report: 

The house officer on each division daily reports to 
the divisional secretary, the admissions and discharges 
of the previous day. He also dictates to her the program 
for the day, assignments to duty, operations, dressings, 
patients for x-ray examinations, ete. This, she tran- 
scribes at once, and posts on the bulletin board for the 
information of the staff. 

2. The monthly reports prepared for the staff 
conferences, give details of admissions, discharges, 
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FIG. i9. DAILY MORNING REPORT. 

This daily report is compiled each morning by the Senior House 
Officer, and records the activities of the Division during the preceding 
24 hours. The monthly report is simply a consolidation of the daily 
reports. Discharge diagnoses are checked against admitting diagnoses 


by Divisional Secretary and reported in the monthly summary. Each 
Visiting has a copy of the morning repo: 
FIG. 20. MONTHLY REPORT. 
A consolidated morning report. This is the basis of the Monthly 
Divisional Conference. 
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deaths, operations, infections, x-ray findings, etc. 

8. The necessary data for semi-annual or annual 
reports is collected as requested. 

What are the advantages to be derived from this 
great expenditure of time and effort in the filing and 
preserving of patients’ histories? In this matter, as 
along other various lines of educational and intellectual 
endeavor, time alone will tell. 

To those who have tried it, time has told its value. 
The writer has had experience with the difficulty and 
the time required on the part of the doctor and the 
clerk, to collect information for reference or research 
work under the older method of filing and binding his- 
tories in chronological order. ‘Under the present sys- 
tem, which has been in use in St. Vincent’s since Jan- 
uary, 1915, the record clerk, in a few minutes can give 
the doctor any history called for, can collect for him 
any information along the line of his inquiry ; the num- 
ber of cases in a given interval, the prognosis, the com- 
plications, the results. Thus, much valuable time for 
him is saved, and his work is facilitated by the data 
collected for him with very little effort on the part of 
the clerk. It is needless to say anything done to help 
the doctor, reacts in every case to the benefit of the 
patient or patients. 


The number of persons required to accomplish the 
work depends entirely on the number of occupied beds 
in the hospital. Be they few or many, one thing is cer- 
tain, for the satisfactory and successful accomplishment 
of keeping the records in proper form and up-to-date, 
the cooperation of all concerned is necessary, from the 
Sister Superintendent down through all the various 
hospital groups, but especially of the doctors. 

To the credit of the medical profession be it said, 
that even though at times, some of its members, because 
of many demands on their time, may be remiss or tardy 
in the matter of recording the history and progress of 
the patient’s condition, they all highly appreciate the 
convenience of well-kept histories in accessible form. 
It is important then, that on our part, nothing should 
be lacking in the perfection of this charitable service 
for our neighbor, beneficial to both patients and doctors. 
If, at times, we are weary and the task is irksome, there 
is the ever present spiritual motive to urge us on, the 
consoling thought that, in this as in all other duties 
assigned to us by obedience, we are the humble hand- 
maids of Him who is pleased to have us invoke Him as 
the Divine Physician. May we hope that He will one 
day console us by the sweet assurance “I was sick and 
ye visited me.” 


The Liability of the Hospital 


Dr. John A. Lapp. Chicago, II. 


brings up visions of disaster, financial ruin and 

bankruptcy. Liability is so terrorizing that men 
seek protection against its disasters. Liability insur- 
ance is now common against most of the risks which 
people run in this respect. Employers’ liability, auto- 
mobile owners’ liability and liability against damage to 
others in many ways have now made liabiilty and lia- 
bility insurance well known to all men. 

In this discussion of the liability of the hospital 
we are discussing a subject which has not received the 
attention it deserves. Hospitals have been more or less 
immune from liability in the past. Hospital managers 
are, therefore, startled when from time to time a court 
decision fixes definite responsibility upon the hospital 
for damages which may have been caused to patients 
or others in the conduct of a hospital. 


Liability of Hospital is Increasing. 
This was strikingly shown by a recent decision in 


Ohio which held a hospital responsible and liable for 
damages to a patient caused by the incompetence of a 
nurse in its employ. Hospitals particularly in Ohio, 
became much alarmed at the prospect of liability which 
it opened. Efforts were made to get the Supreme court 
of that state to grant a re-hearing and to reverse its 
decision. The Supreme court, however, stood upon its 
decision and the same now stands as the final word of 
the courts of the state of Ohio. 

Before going further in the discussion of this case, 


Te term liability has an ominous sound. It 





1Read at the Convention of the American Hospital Association, 
_ Atlantic City, N. J., Sept. 25-28, 1922. 


it would be well to classify hospitals in order that 
there may be no confusion about the type of hospital 
which we are discussing. From the standpoint of this 
discussion, hospitals are classified as: (1) public, in- 
cluding municipal, state and federal hospitals; (2) 
private, charitable or benevolent institutions, not for 
profit; and (3) private institutions conducted for 
profit. It is the second of these groups which is to be 
discussed in this paper, namely the private, charitable 
or benevolent hospitals, not for profit. In passing it 
may be said that public hospitals are in almost all 
states exempt from liability for damages under the 
decisions of the courts in this country. The only re- 
course which is a doubtful one, is to sue personally the 
superintendent or other officer. 

In the case of private hospitals operated for profit, 
the courts have held such hospitals responsible in the 
same manner that they would hold any other corpora- 
tion for profit responsible. Such hospitals being private 
institutions conducted for profit do not fall within the 
exemptions of either the public hospitals or the chari- 
table or benevolent hospitals. 


. Rulings of States Differ. 
We come then to the discussion of the liability of 


charitable or benevolent hospitals. Since these hospi- 
tals have been conducted as a public service without 
any possibility of profit to any one, they have been 
treated generally by the courts in a different and more 
lenient manner than private corporations conducted 
for profit would be treated. There is, however, a great 
diversity of conclusions concerning the liability of such 
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hospitals. This variety extends all the way from al- 
most complete exemption on the one hand, to a rather 
strict interpretation of liability on the other. 

For instance, in the state of Massachusetts, in a 
case decided in February, 1920 (Roosen vs. Hospital, 
126 N. E. 392), the extreme view of exemption from 
liability was held. The court went so far as to state 
that “a public charitable hospital is not liable for the 
negligence of its managers in selecting incompetent 
subordinate agents, any more than it is for the negli- 
gence of subordinate agents selected with care.” Thus 
the court decided no liability could attach to the act 
of any subordinate, whether that person were competent 
and selected with care or whether he were incompetent 
and selected in the full knowledge of his incompetency 
by the hospital. Decisions in some other states have 
upheld in whole or in part a similar finding, notably 
in Tennessee, South Carolina, Michigan and Illinois. 
The opposite view was expressed by the Ohio court in 
the recent decision in the case of Taylor vs. Flower 
Deaconess Home and Hospital, decided Jan. 24, 1922. 

In this case the court said: “We are convinced 
that sound reasons sustain the court to the effect that 
a public charity should not be held liable for the 
negligence of a servant in whose selection the hospital 
and managers have exercised due care. On the other 
hand such an institution is liable when it fails to 
exercise such care.” This decision follows similar de- 
cisions in New York, Texas, Washington, Rhode 
Island, New Hampshire, Minnesota and Alabama. The 
New York case mentioned (Goodman vs. Orphan Asy- 
lum 165, N. Y. Supp. 149) declared: “The general 
principle protecting charitable institutions for actions 
for negligence does not include negligence that results 
in the choice of incompetent, unskilled or careless 
servants.” 


Must Choose Subordinates Carefully. 
The decisions bring the point down to this,—that 


practically all states exempt hospitals from liability for 
damages caused by subordinates, if those subordinates 
are chosen with due care. A few states make such 
exemptions, even for damages caused by subordinates 
selected without due care, but the weight of present 
opinion seems to be that the hospital will be held liable 
for damages unless it selects its servants with due care. 

The protection which has been accorded to charit- 
able hospitals has been, as previously stated, because of 
the public service which they render. A second reason 
of equal importance has been that since the funds of the 
hospital were given in trust for a charitable purpose 
they could not be diverted to pay judgments and they 
would be-diverted even though the judgment might be 
paid from earned income from pay patients. Another 
reason for exemption has been that patients accepting 
the charity of the hospital were thereby held to waive 
any rights for damages which might be caused to them. 
Some courts have overruled these latter contentions and 
have held that such an exemption would work against 
the very interests which the donors had in making be- 


quests to the hospital. In one case it was said that 
“While the public has an interest in the maintenance of 
a great public charity it also has an interest in seeing 
that every person and corporation which undertakes the 
performance of a duty performs it carefully.” 

A similar holding is the ruling case in England, 
where it was said that “By the admission of the patient 
to enjoy in the hospital the gratuitous benefit of its 
care a hospital undertakes that the patient while there 
shall be treated only by experts, whether physicians, 
surgeons or nurses of whose professional competence the 
governors have taken reasonable care to assure them- 
selves.” This point of view is stated very forcefully 
in a North Carolina case (Hoke vs. Glenn, 167 N. C. 
594) in which it was said: “The beneficiaries of charit- 
able institutions are the poor, who have very little oppor- 
tunity for selection, and it is the purpose of the found- 
ers to give to them skillful and humane treatment. If 
they are permitted to employ those who are incom- 
petent and unskilled, funds bestowed for beneficence are 
diverted from their true purpose, and under the form 
of a charity they become a menace to those for whose 
benefit they are established.” And in the Ohio case 
heretofore quoted it was declared that exemptions from 
liability “should be surrounded by such safeguards as 
will prevent the neglect of a duty which the hospital 
can and should perform. It cannot watch or control 
the countless acts and movements of its servants, but it 
can and should exercise care to see that only careful and 
competent servants minister to stricken patients who 
are within its walls. Moreover, while it may well be 
said that donors of funds for the praiseworthy objects 
of charitable hospitals do not contemplate the diversion 
of the fund for the payments of damages for the 
numerous acts of servants referred to, yet they neces- 
sarily realize and appreciate that they give their dona- 
tions to those who have the management and control of 
the institution, and that every principle of justice re- 
quires that they use care in the development and main- 
tenance of the property and in the selection of servants 
who have the oversight of patients. In our day there 
is a general tendency in all persons to resort to hospitals 
in cases which require surgical operations, or in cases 
of severe sickness, and for obvious reasons it is desirable 
that such an institution should neither be held out as 
devoted solely to the poor nor to the rich, and the 
degree of care required should in all cases be the same. 
The same rule should apply to a pay patient as to one 
who does not pay, and there is general agreement in 
this proposition.” 

Legal Requirements Are Reasonable. 

Does the foregoing place upon the hospital an un- 
duly heavy burden? Does the requirement that the 
hospital shall exercise due care in the selection of com- 
petent assistants create a dangerous liability? That 
does not appear to me to be the case. It places merely 
a reasonable requirement upon the hospital that it shall 
exercise due care in the selection of superintendents, 
surgeons, nurses and attendants. It does not ask of 
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them that they do the impossible. A servant may be 
hired who is incompetent and unless the hospital mana- 
gers in the exercise of due care knew or should have 
known that the person was incompetent, the hospital 
would not be liable. Thus, for example, a man might 
be hired as an ambulance driver who had epileptic 
seizures; the hospital necessarily would not be liable 
unless it knew that fact. It would be liable if it re- 
tained such a man in its employ as an ambulance driver 
after the fact became known. 

A hospital might reasonably employ a physician 
by virtue of his license from the state to practice medi- 
cine without running a risk of liability, but if it should 
be discovered that such physician were incompetent or 
negligent, the hospital would be liable thereafter if it 
retained such man in its employ. How far this rule 
would apply to physicians who serve upon the staff 
of a hospital without being in the employ of the hospital, 
I am not prepared at this time to say. The hospital 
could not be held liable if a physician is negligent in 
treating his own patient who is brought into the hos- 
pital, which is acting in the capacity of a hotel for the 
sick. It is not so clear, if the physician is on the staff 
of the hospital and treats a patient brought to the hos- 
pital, not as a private patient, but as a patient of the 
hospital. 


Not Liable When Doing Its Best. 
It seems clear that the hospital would be respon- 


sible for acts of its superintendent or subordinate agent 
for grossly incompetent care if it were evident that the 
board of managers knew of the incompetence of such 
superintendent or subordinate agent. Of course un- 
reasonable requirements cannot be enforced upon a 
hospital. Neither a hospital nor a physician is liable 
for a failure to give the best that the world affords. 
They are required to give the best, at least that the 
facilities and medical knowledge of the immediate com- 
munity afford. A hospital in a small town remote from 
great medical centers would therefore, not be held 
responsible for as many things as would one located 
in a metropolitan center. If the hospital does the best 
it can with the lights and facilities it has, the rule of 
reason is satisfied. Hospitals and physicians should 
not be held responsible for acts or omissions when in the 
exercise of their judgment they did what they con- 
sidered the best for the patient. Failure to perform an 
operation, though a postmortem should disclose that an 
operation would have saved the life of the patient, ‘could 
not and of course should not create liability. Lack of 
supreme knowledge or mistakes in medical judgment 
cannot create liability. 

This conclusion was well stated in a Texas case 
brought to collect damages caused by the death of a 
patient who it was claimed had contracted smallpox in 
the hospital. The court said: “Where a hospital in 
which there was a patient suffering from smallpox 
received patient’s wife as a pay patient therein without 
informing her or her relatives of the existence of the 
smallpox, but her physician knew of its presence, and 


plaintiffs wife was assigned to a room in the building 
apart from that in which the smallpox patient was, and 
the strictest precautions were taken to prevent the 
spread of the disease, the failure to notify the plaintiff 
or her relatives of the presence of smallpox was not 
negligence which renders the hospital liable for the 
death of plaintiffs wife resulting from smallpox con- 
tracted therein. We cannot see how the Sisters can be 
held negligent for doing that which the most eminent 
medical authorities, with a full knowledge of the situa- 
tion, regarded as safe. Plaintiffs wife in some un- 
accountable way may have contracted the disease from 
cases which occurred in the hospital but the hospital 
authorities could not, in the circumstances, have rea- 
sonably anticipated that she would contract the disease, 
and cannot therefore be held to have been guilty of 
negligence in failing to inform her when she applied 
for admission that there was a case of smallpox in the 
hospital.” 

It is perfectly clear that the liability of the hospital 
It is perfectly clear also that such lia- 
If the hospital is to 
be held liable for negligence in the performance of its 


is increasing. 
bility will continue to increase. 


duties, especially because of its failure to select com- 
petent physicians, surgeons, nurses and attendants, then 
it would be wholly wrong and clearly unconstitutional 
for a legislature to attempt to compel a hospital to open 
its staff to all physicians entitled to practice medicine 
in any given community, as was proposed by bills in- 
troduced in various state legislatures during the past 
two years. 

If the legislature can compel a hospital to put 
chiropractors on its staff, then a hospital could not be 
held liable justly for damages. The converse of this is 
also true, that if a hospital is held liable for negligent 
and incompetent agents, no other power but its own 
managers can have anything to say concerning the 
selection of those who are to perform the work of the 
hospital. 


Recommends Mutual Insurance. 
What should the hospital do about its legal lia- 


bility? In the first place it should not get alarmed. 
The liability of a properly run hospital is very slight. 
Liability to damages may force upon trustees and mana- 
gers greater attention to the trust which has been im- 
posed upon them, but if their duties are properly per- 
formed there is slight cause for fear. On the other 
hand a hospital which is not properly run, a hospital 
which has a reputation for slovenly work and insanitary 
conditions may well look to its liability. 

Should the charitable hospital insure against lia- 
bility? Yes, but not at exorbitant rates. Clearly the 
liability is slight in the average well managed hospital. 
Rates of insurance should therefore be extremely low. 

May I suggest that insurance against liability may 
be-provided best by a company operated at cost by the 
hospitals themselves, thus following the example of 
numerous lines of business where such a plan is in suc- 
cessful operation ? 








Short History of St. 


Joseph’s Infirmary, 


Houston, Texas 


N 1887, with the approval of Right Rev. N. A. Gal- 
I lagher, Bishop of Galveston, Rev. Thomas Hennes- 

sey, pastor of the Church of the Annunciation in- 
vited the Sisters of Charity of the Incarnate Word at 
Galveston to open a hospital at Houston. 

There was then standing on the northwest corner 
of Caroline and Franklin Streets a two-story wooden 
building originally erected during the Civil War by the 
Augustinian Fathers, and afterwards used by the Nuns 
of the Incarnate Word as their first convent. Upon the 
erection of the present convent at Crawford Street, the 
old wooden building was vacated, and was for many 
years used as a boarding house. This building was 
placed at the disposal of the Sisters, and here on the 
11th of March, 1887, St. Joseph’s Infirmary was opened 
by Mother St. Louis and Sister M. Teresa (now 
Superior General of the Congregation). 

The Sisters were warmly welcomed in Houston, and 
people of all classes and creeds united in extending sup- 
port and encouragement to the infant institution. Two 
years after its opening in 1889, another building, also 
a frame structure, was erected on the south side of 
Franklin Street for the accommodation of county and 
charity patients. 

During the winter of 1890-91, Houston was visited 
by an epidemic of smallpox. The dreaded disease made 
its first appearance about the middle of December and 
continued to prevail until the advent of warm weather 
in the spring. 

Three of the Sisters at St. Joseph’s Infirmary 
volunteered to take charge of the plague-stricken who 
were quarantined in the City pest house, and they re- 
mained in the camp until the end of the epidemic. 

The appreciation of the City Council for the ser- 
vices rendered by the Sisters was fittingly recognized 
in the following resolutions adopted by them: 


Be it remembered, that at a meeting of the City Coun- 
cil of the city of Houston, held January 25, 1892, the mayor 
and a full board of aldermen being present, the following 
resolutions were unanimously adopted: 

Resolved, That the City Council of the city of Hous- 
ton desire in connection with the operations of the city 
government for the year just closed, to express upon its 
records a permanent recognition of the obligation under 
which our city and people rest for the timely and efficient 
services rendered during a time of public calamity, by 
the Sisters of Charity of our city who, without money 
and without price, and amid scenes of desolation calcu- 
lated to appall the stoutest heart, literally took their lives 
into their hands and by their devoted ministrations proved 
themselves veritable angels of mercy among the stricken 
sufferers during the recent smallpox scourge. 

Resolved, That such a manifestation of self-sacrifice 
in an age so little characterized by such spirit renews our 
faith in humanity and deserves the fullest recognition. 

Resolved, That a copy of this expression with the best 
wishes of the Council, be forwarded to the Mother Supe- 
rior of the Sisterhood in this city and also to Rev. Father 


Thos. Hennessey. 
(Signed) H. SCHERFFIUS, 
Mayor of Houston. 
(Attest) A. S. RICHARDSON, 
: City Secretary. 


In 1893 work was commenced on the four-story 
brick building upon the site of Houston’s first Catholic 
Church, at the southwest corner of Caroline and Frank- 
lin Streets, the ground now occupied by the Southern 
Drug Company. The new building, complete and fully 
equipped as a hospital, was finished and occupied in 
1894. 

Scarcely had the Sisters become settled in their new 
hospital, so long and eagerly looked forward to, when 
they were visited by a great calamity. In the early 
morning hours of October 16, 1894, the inmates of the 
Infirmary were aroused by an alarm of fire. The first 
care of the Sisters was to remove the patients to a place 
of safety. By the time this was done the wooden build- 
ing on the south side of Franklin Street was enveloped 
in the flames, which soon spread to the new brick build- 
ing, and in a short time both buildings were completely 
destroyed. As soon as possible the roll of patients was 
called and all were found to be safe, but two Sisters 
were missing. ‘They had gone to make sure that all the 
patients were removed, and lost their lives in the burn- 
ing building. Twenty-four hours later their charred 
bodies were found in the smoking ruins, and removed 
to Galveston where they were buried in the Sisters’ 
Cemetery. 

Among the many messages of condolence received 
by the Sisters the following was sent from the City 
Council : 

Whereas, We have in our midst the St. Joseph’s In- 
firmary, an institution devoted in a great measure to 
charity, which is under the management and direction 
of the good Sisters, who devoted their lives to the task 
of ameliorating the sufferings of humanity and minis- 
tering to the sick, and caring for the afflicted, no distinc- 
tion being made with regard to creed and color. 

Whereas, A great calamity has befallen this noble 
band in the destruction by fire of two of their principal 
buildings, and a greater calamity in the untimely and 
terrible death that visited its members while heroically 
striving to save the lives of others, exemplifying the 
Heaven-given command, “Do unto others as ye would that 
others should do unto you,” even to the laying down of 
life itself: Therefore, be it 

Resolved, That we, the mayor and aldermen of the city 
of Houston, deeply sensible of the affliction that has be- 
fallen the Sisters and in the highest degree appreciating 
the exertions and sacrifices in the interest of humanity, 
hereby tender to them our heartfelt sympathy and deepest 
condolence, and in so doing feel that as representatives 
of the people of the city, we but voice the sentiments of 
the entire community. 

Resolved, That these resolutions be spread upon the 
Minutes of the City Council, and that a copy be suitably 
prepared and presented to Mother St. Louis inscribed with 
the signature of the Mayor and Aldermen. 

The Sisters were now necessitated to resume their 


labors in the old dilapidated wooden building which 
they had first occupied on the north side of Franklin 
Street, the site of which is now a part of the Inter- 
national & Great Northern Freight Depot grounds. 

In a short time, with the generous aid of the good 
citizens, the Sisters were in a position to consider the 
erection of a new building. It was thought advisable 
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to seek a more desirable location, and in the following 
winter, the block of ground bounded by Crawford and 
La Branch Streets and Calhoun and Pierce Avenues was 
purchased, and during the year 1895 a substantial brick 
building was finished and occupied. 

During the next decade of years St. Joseph’s 
progressed, and with the increase of patients it became 
evident that another building was a necessity. In 1905 
a three-story annex with an adjoining convent and 
chapel was erected during the administration of Sister 
M. Cecelia. The new building blessed by Rt. Rev. N. 
A. Gallagher was opened for the reception of patients the 
same year. 
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capacity, the Mother Superior, Sister Superintendent 
and her assistant also a Sister. The course of studies 
embraces anatomy, physiology, materia medica, bacteri- 
ology, dietetics, massage, pediatrics, chemistry, gyne- 
cology, obstetrics, nursing ethics, hygiene, mental and 
nervous diseases, fever, surgical and practical nursing 
with x-ray and clinical laboratory experience. 

The Sodality of the Children of Mary, organized in 
1917, is affiliated with Rome. The nurses in training 
as well as many of the alumnae meet monthly for 
spiritual lectures and devotions, also for business and 
other purposes so that the chain lengthens and mutual 
efforts bring about many edifying results. A yearly 

















FRONT ENTRANCE OF ST. JOSEPH’S INFIRMARY, HOUSTON, TEXAS. 


A training school for Nurses was made a part of 
the Institution. Five pupils formed the nucleus of this 
important branch. The roll since then is as follows: 
1907, twelve graduates (thus was given Houston the 
first local professional nurses); 1908, seven; 1909, 
eight; 1910, eight; 1911, four; 1912, thirteen; 1913, 
eight; 1914, six; 1915, four; 1916, five; 1917, four; 
1918, six; 1919, ten; 1920, twelve; 1921, thirteen. 

Graduates from St. Joseph’s have gone forth, some 
for institutional work, private duty nursing and some to 
join the Red Cross. 

The government of the training school is vested in 
the board of directors—staff members, qualified in that 


retreat of three days is one of the advantages of the 
Sodalists. 

The growth of St. Joseph’s Infirmary has kept pace 
with that of the City, and in 1919, Sister M. Michael, 
then Superior, seeing the great need for hospital space, 
after extensive and thorough study of the most modern 
requirements of hospital construction and after con- 
sultation with hospital experts had the plans drawn up. 
The work of building the new annex was completed on 
May 6th and was dedicated by the Rt. Rev. C. E. Byrne. 
A modern hospital in connection with other buildings, 
gives a capacity of 350 beds. It is equipped with com- 
plete pathological and roentgenological laboratories, 
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using the latest improved methods; four general operat- 
ing rooms, two specialist and two emergency rooms, and 
one floor exclusively for maternity cases. 

The institution being a large general hospital, a 
vast experience is afforded the nurse. The emergency 
department, being especially large affords rich oppor- 
tunity for skill and technique as well as native resources 
making self-reliance an available asset. Patients are 
listed under the different heads, occupying separate 
halls—surgical, obstetrical, baby (nursery), medical and 
contagious fevers, etc. Special contagions are not ad- 
mitted. Each hall is supervised by a Sister, under a 
head nurse, next an Intermediate and junior, follow- 
ing in the order of their rank so that no department is 
at any time left to the inexperienced or inefficient. 

From the beginning the best qualified visiting 
members of the profession, whether on the staff or off, 
have given the lectures to the nurses in the different 
branches, besides which the text is seriously studied ; and 
opinion has it that the graduates thus equipped are 
second to none of the surrounding institutions. 

At the eighth annual convention of the American 
College of Surgeons, recently held in Montreal, Canada, 


St. Joseph’s Infirmary was classed among the standard 
hospitals of the United States and Canada. 

This classification was based on the fundamental 
ability of a hospital to care for the patients according to 
the best approved methods of diagnosis and treatment, 
the requirements of which safeguarded science, service 
and safety. 

The first staff was organized in 1905. Further 
organization occurred in 1920. The meetings are held 
every two weeks. They are attended by the surgeons 
and physicians of the staff. 

Those who have assisted the sisters in the great 
work of charity, which they are trying to perform, have 
been so many that it is impossible to mention names. 
To the efficiency and kindly interest of the visiting 
Doctors is due, in a great measure, the success of the 
institution. The late Mr. Sewall was one of the earliest 
and most zealous of the friends and supporters of St. 
Joseph’s Infirmary. 

During the year 1921 the total number of private 
patients was 4179. The total number of all treated was 
5220. Part pay patients amounted to 323. There were 
480 charity patients and 238 county patients. 


St. Joseph’s Infirmary, Atlanta, Georgia 


management of St. Joseph’s Hospital operated by 

the Sisters of Mercy in Atlanta, Georgia, for some 
time to develop and improve their hospital so that it 
could take its place with the modern and most up-to- 
date institutions. In order to do this it was necessary 
to adopt a general plan of procedure, satisfactory at 
least to those in authority, and the executive board of 
the staff was requested by the Sisters to cooperate in 


|: has been the desire of both the Staff and the 


outlining a plan which would carry the hospital upward. 

With this end in view, but with much fear and 
trepidation, the hospital management, acting upon the 
advice of its executive board, adopted the plan of organi- 
zation as put forth by the American College of Surgeons 
in the Spring of 1920, and then proceeded to carry it 
out. 

This was, indeed, a new departure from many old, 
established and weatherbeaten customs. Although the 
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staff was more or less organized, holding regular meet- 
ings, making suggestions, assisting the Sisters in 
ways, still it was felt that many of the standardized 
regulations would interfere with the doctors, cause an- 
tagonism, were unnecessary in many instances, would 
be embarrassing and in fact were entirely out of the 
question in this particular institution. The hospital 
was privately owned, conditions in this particular local- 
ity were such that it was considered by some of the 
doctors to be disadvantageous, even disastrous to depart 
from an old routine possibly to offend both doctors and 
patients by a seemingly useless prying into private 
affairs, silly to keep records of preoperative diagnosis 
and follow-up on patients who needed care but not slips 
of paper and a host of other objections. To all of which 
objections and prophesies a small but determinedly 
optimistic and altruistic group patiently replied that 
in order to accomplish any end such as they had in view, 
it was imperative to follow the plan which the author- 
ities had already adopted. 


many 


A staff meeting was called to explain and outline 
the requirements. All the formalities were complied 
with immediately, such as signing registration cards 
which carried the clause about splitting of fees, elec- 
tion of officers, executive board and records committee. 
Since that time the work of going forward has been 
steady and sure, and the spirit of cooperation has been 
on the increase from meeting to meeting. 

Much stress has been placed upon the value of the 
monthly meeting and the actual cases presented, as well 
as the papers read have given rise to interesting and 


ST. JOSEPH’S INFIRMARY, ATLANTA, GA 


enlightening discussion. All of this discussion done in 
the interest of a common advancement has not only 
broadened the vision of those present, but has been the 
greatest single factor in the promotion of the remark- 
able growth of cooperation among the staff. 

A report of the last staff meeting will give a gen- 
eral idea of the steps taken on the upward path. 

After the meeting had been called to order by the 
President, Dr. William Perrin most 
superior man of sterling character and highest ideals, 


Nicolson, a 


who has labored unceasingly for years for the advance- 
ment of the hospital, the usual business routine was fol- 
lowed. The Records Committee presented a most in- 


teresting report which was discussed most freely and 
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impersonally by several members. The consensus of 
opinion was that each member present would do all in 
his power to live up to his portion of the contract. 

Dr. Huguley then reported on the recent sectional 
meeting of the American College of Surgeons which he 
had just attended in Birmingham giving statistical data 
as to what is really being accomplished by the College 
of Surgeons. He mentioned most particularly the pub- 
licity to be given this work through the Associated 
Press and also that the college had launched a plan for 
the standardization of 50-bed hospitals. 

Then followed a most interesting paper by Dr. 
Strickler on Syphilis of the Blood Vessels, with x-ray 
demonstrations. This paper was discussed ably by Dr. 
Westmoreland. 

Dr. Childs then demonstrated two brain cases upon 
which he had recently operated—technique and prog- 
ress in each case, one a man aged 35, the other a girl 
aged 15. 


The next paper was read by Dr. Bucknell on Vin- 
cent’s Angina. He stressed the good results obtained 
from local and systemic administration of arsphenamine. 
This paper was discussed by Dr. Calhoun and Dr. 
Ridley. 

One can see that the program committee is most 
alert. The attendance at these meetings shows that 
the work of this group is contributing a large share to 
the general plan of improvement and is meeting with 
the enthusiastic appreciation of all concerned. Their 
plan is—at each meeting three papers to be presented 
and discussed, but each paper or demonstration to be 
from a different field of work so that every depart- 
ment will be interested in the program. 

All of this work has brought results. Those who 
were formerly the most sceptical now admit the abso- 
lute necessity of standardization and are willing, even 
anxious, to do their share for continuous improvement 
along this line. 


Bacteriology and Applied Immunology —IIlI 
Infection and Immunity 


R. A. Kilduffe, M. D., Pittsburgh, Pa. 


(Continued) 


Mechanism of Resistance to Infection. 

The body has certain lines of defense against the 
attacks of bacteria which may be grouped as follows: 

1. Resistance to invasion by: 

a) Mechanical structure of the surface epithelium 
presenting a barrier to invasion by bacteria. 

b) Action of surface discharges which mechani- 
cally flush away the bacteria or inhibit their activities 
by means of chemical, antibacterial action arising, for 
example, through their acidity. 

2. Resistance to the growth and activities of the 
bacteria after they have gained entrance to the body by: 

a) Phagocytosis. 

b) By the formation of antibodies. 

Phagocytosis: Under certain conditions, certain 
body cells, particularly the polymorphonuclear leukocy- 
tes, possess the power of engulfing and destroying bac- 
teria. Such cells are spoken of as phagocytes and the 
process is commonly called phagocytosis (Fig. 22). 
They are also called microphages to distinguish them 
from other cells, (endothelial cells, mononuclear leuko- 
cytes, etc.), which are termed macrophages because of 
their larger size and which are more active in chronic 
infections. 

Antibodies: an antibody is a specific substance pro- 
duced by the cells of the host in reaction against an 
antigen. 

An antigen is anything, such as bacteria, their 
products, or a foreign protein, which, when introduced 
into the body, will give rise to the production of anti- 
bodies. 
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PHAGOCYTOSIS. 


FIG. 22. 


Classification of Antibodies. 

Antibodies may be grouped as follows: 

1. Antitozins: specific substances capable of neu- 
tralizing a specific toxin. 

2. Agglutinins: specific substances capable of 
causing agglutination or clumping of the agent causing 
their production. 

3. Precipitins: specific substances capable of caus- 
ing a coagulation or precipitation of soluble substances. 

4. Opsonins: specific substances which so act up- 
on bacteria as to render them more susceptible to phago- 
cytosis. 

5. Lysins: specific substances capable of causing a 
solution or lysis of their antigens. Depending upon 
the substance they dissolve these may be called: Bac- 
terilysins, (dissolve bacteria); Cytolysins, (dissolve 
cells) ; Hemolysins, (dissolve red blood cells), etc. 
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The Mechanism of Immunity and the Production of 
Antibodies. 


There are many theories to explain the complex 
mechanism of this intricate process, none of them en- 
tirely satisfactory, and all of them largely hypothetical. 
The most prominent, and, in the main, the most satis- 
factory, is that which is called the side chain theory of 
Ehrlich. 

Originally conceived to explain the nutritive pro- 
cesses of a cell, it has been adapted and amplified to 
illustrate what is believed to be the mechanism of anti- 
body formation. It must be remembered that the 
various figures utilized to illustrate the theory have no 
actual counter-part in the cells of the body and are all 
purely imaginary. 

Ehrlich conceives the cell as having, as it were, two 
executive centers: one which presides over the physio- 
logic function of the cell, as, in a gland cell, to secrete; 
and one which presides over and superintends the pro- 
cesses of nutrition, waste, and repair. 

Let us imagine the nutritive or executive head- 
quarters of the cell to be possessed of the ability to take 
hold of and utilize food substances or food molecules 
in the vicinity of the cell. It is easy to portray, purely 
diagramatically, this ability by means of imaginary 
outgrowths from the cell, these being called side chains 
or receptors. The picture thus obtained is analogous 
to that of the graphic formula of water wherein the 
ability of one atom of oxygen to combine with two atoms 


le) 
” 
FIG. 23. 
of hydrogen is graphically represented by the attach- 
ment of two receptors to the sign for oxygen to each of 
which is attached an atom of hydrogen (Fig. 23). 

We can imagine, then, numerous receptors attached 
to or growing out of the cell, each specific for a certain 
type of food molecule, and each budding forth from the 
cell as represented in Fig. 24. 
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FIG. 25. 


FIG. 24. 


The food molecule, likewise, is conceived as having 
a receptor which will fit into the corresponding receptor 
of the cell which has for it a special affinity (Fig. 25). 
When these two receptors come in contact they unite or 
fit into each other and are then said to be anchored. 

The second part of the process is similar to a diges- 
tion or absorption of the food molecule. 

Applying this idea to the formation of antibodies, 
we can conceive of the cell as also possessing receptors 
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or side chains for all substances capable of acting upon 
or interacting with the cell. There are, therefore, recep- 
tors capable of combining with toxins. Such a union 
having occurred, the toxin may destroy the receptor. 
In its endeavor to repair the damage the cell follows 
what is known as Weigert’s Law of Over-production In 
Tissue Repair. This law is an attempt to express in 
words the prodigality of nature in her efforts at repair 
whereby, not only the one cell which may. have been 
destroyed, for example, is replaced but also a great 
excess of similar cells, which accounts for the excess of 
sear tissue formed after injury. 

One receptor having been destroyed, therefore, the 
cell replaces it not only with one similar to it, but with 
a large number of excess receptors of like character. 

There is only room for one receptor to be attached 
to the cell; the excess receptors are, therefore, cast off 
into the blood stream where they remain free. Each 
has the same structure as the original, each can com- 
bine with a molecule of toxin and so prevent it from 
acting directly upon the cell, and each is, therefore, a 
free antibody, in this case a free antitozin, in the blood. 

If, now, toxin molecules of the kind for which 
these receptors are specific or have a special affinity, 
enter the blood stream these free receptors unite with 
them and so render them unable to attack the cell direct- 
ly (Fig. 26). 


























FIG. 26. 


A represents a cell molecule. B represents the cell itself. 
sents the surrounding body fluids. 

R: Receptor. T: Toxin molecule in combination with receptor. 

R-2: Overproduction of receptors which are being cast off. 

R-3: Free receptor still within parent cell. 

R-4: Free receptor in body fluids—now an antitoxin. 

T-1: Toxin molecule free in body fluids. 

T-2: Toxin molecule in combination with antitoxin. 

Antitoxins are simply excess receptors free within the body fluids 
and capable of combining with the specific toxin which caused their 
production, the toxin thereby being anchored or neutralized and ren- 
dered, harmless and unable to combine with the receptors attached to 
the cell molecule. 


C repre- 





This same theory applies to the formation of all 
antibodies and, in brief, constitutes the accepted theory 
on which our explanation of immunity depends. 
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It is upon these principles that the methods of 
treatment and prevention of certain diseases rests and 
has its foundation, and from their practical applica- 
tion have arisen the means for the prevention and cure 
of such diseases as tetanus, diphtheria, epidemic cere- 
brospinal meningitis, and smallpox, and important diag- 
nostic tests in tuberculosis, syphilis, and typhoid fever. 


Classification of Immunity. 
According to the method whereby it is produced, 


immunity may be divided into several types: 

1. Natural Immunity: the resistance to infection 
normally found in certain individuals and usually the 
result of inheritance. 

We may, in this connection, also speak of: a) 
Racial Immunity, as exemplified by the immunity of 
negroes to yellow fever; b) Species Immunity, as that of 
animals to many diseases to which man is subject and 
vice versa; and, c) Individual Immunity, that possessed 
by certain individuals of a species in contradistinction 
to the rest of the species. 

2. Acquired Immunity: that form of resistance to 
infection produced by the cells of the body as a result 
of having had the disease in question, or as a result of 
an artificial inoculation with a modified form of the 
causative agent. This type may be further subdivided 
into: 

a) Active, acquired immunity: 

1. Asa result of accidental infection. 

2. As a result of an artifically induced attack of 
the disease (method not used in the human being). 

3. Asa result of vaccination. 

b) Passive, acquired immunity: acquired by the 
introduction of antibodies in the serum of another in- 
dividual possessing active immunity. 

Typical examples of this form are diphtheria and 
tetanus antitoxins formed in the body of the horse and 
the antitoxic serum then injected into the human be- 
ing who is, thereby, passively immunized to that partic- 
ular disease. 

Passive Immunity is Always Highly Specific. 

Practical applications of immunity: Therapeutic, 
Diagnostic, and Prophylactic Serums: 





The principles of immunity, as outlined in the pre- 
ceding paragraphs, find a wide and valuable application 
in the treatment, prevention, and diagnosis of disease. 
Passive, acquired immunity is the basis of the serum 
treatment of certain diseases, the prophylaxis of others, 
and the foundation upon which rests many diagnostic 
tests. 

Passive immunity, produced by the injection of 
immune serum, is utilized in the treatment and pre- 
vention of the following diseases : 


1. Diphtheria 8. Gonococcic infections 
2. Tetanus 9. Anthrax 

3. Hog cholera 10. Plague 

4. Pneumonia 11. Cholera 

5. Meningitis 

6. Streptococcic infections 12. Skin diseases 

7. Staphylococcic infections 13. Acute infections 


Active immunity, produced by the injection of 
vaccines, is utilized in the prevention and treatment of 
the following diseases : 


1. Smallpox 7. Anthrax 

2. Rabies 8. Acne and furunculosis 
3. Typhoid fever 9. Diseases of the respira- 
4. Cholera tory system 

5. Plague 10. Hay fever 

6. Dysentery 


Important Diagnostic Tests Based Upon Immunological 
Reactions. 


1. Agglutination tests: 
a) Typhoid fever (Widal test) 
b) Dysentery 
c) Pneumonia 
2. Luetin test: syphilis. 
3. Tuberculin test: tuberculosis. 
4. Schick test: to determine susceptibility to 
diphtheritic infection. 


5. Pollen reactions: to determine the etiologic 
factors in “hay fevers.” 

6. Complement fixation reactions in the diagnosis 
of: 
a) Syphilis 
b) Tuberculosis 
c) Glanders — 


d) Anthrax 


(To be Continued) 
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Message from the Holy Father 


Last summer I had the happiness of seeing, for 
the first time, our present Holy Father, Pius XI. In 
my audience I ventured to speak to him of the 
Catholic Hospital Association of the United States 
and Canada. Our worthy president, Rev. Father 
Moulinier, had prepared a short memorandum on 
the Catholic Hospital Association and its work, 
which I presented to the Holy Father. When I 
excused myself for not having an Italian transla- 
tion of it, he said that he felt interested enough in 
the work to read it in English. Having listened 
with close attention to what I told him of our Asso- 
ciation, he broke out in these words: “Tell them 
that I bless all the members of your Association from 
my heart; because I am deeply interested in all 
works for the care and relief of the sick and suf- 
fering.” 

I thought it fitting to bring this joyful news to 
the members of the Catholic Hospital Association 
of the United States and Canada at this time; for 
thus it comes to them as a most welcome Christmas 
and New Year’s greeting from our beloved Holy 
Father. 


* SEBASTIAN G. MESSMER. 
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HORSE-SENSE IN HOSPITALS. 

Very likely we all know what horse sense means or 
we think we do, and also very likely no two persons 
would give the same definition of it or explanation of 
its meaning, and yet if we are to have any helpful dis- 
cussion of horse sense in a hospital we must try to agree 
on the content of the term horse sense so, hit or miss, 
I must try to formulate a more or less accurate, descrip- 
tive definition of the term. 

People who are said to have horse sense are usually 
also said to be level-headed. They are thought and 
spoken of as being sane and sound-minded, common- 
sense, practical people. They are credited with having a 
minimum of sentimentality and a maximum of sober 
thought. They are usually people of rather few words 
than many words. They are even credited with a rather 
large share of self-restraint which sometimes looks like 
a more or less fine and broad altruism. People with 
horse sense are not prone to run after fads and fancies. 
They do not worship fetiches of any kind. They are 
deliberate, cautious, and usually persevering, unless 
good sense tells them they are on the wrong track. If 
they have enthusiasm it is of the restrained kind and 
the kind that lasts and holds on. Such people might be 
said to have mule sense or bull-dog sense or some other 
kind of strong animal sense. 

I am wondering whether the people, whom we all 
might agree have horse sense sometimes do have im- 
agination or vision or are dreamers of dreams? Do so- 
called “visionaries” have any admixture of horse sense? 











Is the combination possible? Are the people who do 
things in this world—I mean, of course, good things, 
constructive things, progressive things, difficult, worth- 
while things,—are these doers of such things people with 
horse sense? 

Again, are people with horse sense pleasant people, 
considerate of others, slow to take offense, ready to look 
on the best side of the things that enter into the human 
relations, human contacts and human achievements? 
Is the person of horse sense one who is willing to play 
the game of life whatever be his or her state in life or 
occupation on the basis of a sixty-fifty division of profits 
rather than a twenty-five-seventy-five or even a fifty- 
fifty break? Does the horse sense man or woman ener- 
gize through life working for self first, last and all the 
time, for others now and then, but seldom for a cause 
that is greater than all individuals? Or, on the other 
hand, is the horse sense man or woman the one who 
perhaps with great difficulty and struggle, with fair and 
right appreciation of all minor and passing and per- 
sonal interests still directs his or her conduct or course 
through life towards the achievement of something good, 
something helpful and saving for others, something that 
will reach down into the soul, up into the mind and 
imagination, around into every crevice of character. 
Something that will help to conserve health and hap- 
piness and the never ending welfare of body, mind and 
soul? Does horse sense dictate the wisdom of partner- 
ship with the Almighty and life insurance for eternity? 

It looks to me as though horse sense is nothing 
more than a clear-eyed seeing of the significant facts of 
life as they affect the individual and every social group 
making up our complex present day civilization and a 
cool-minded, deliberate and slow appreciation of those 
facts, along with a settled resolve, deep and onward 
moving, never to fail in working out that which is best 
for others and as a consequence sure in the end to be 
best for self. 

If this is what horse sense means then let every 
hospital be filled with a squadron of horse sense people. 
If it is mule sense, or bull-dog sense let us increase the 
menagerie, and if there is anything like cat sense or 
mouse sense or rabbit sense or sheep sense which is 
annoying or destructive of horse sense let us kill off the 
lesser animals or use them for inoculation in the labora- 
tory. C. B. M. 

CANCER WEEK. 

We have just witnessed the annual call to arms for 
the delivery of cancer prevention propaganda. Let us 
hope it saves a few poor tortured bodies; but while re- 
spectful of this hope, let us not close our eyes to the 
pitiful possibilities of stirring up senseless fears. 


“Wisely and well, spake an eastern bard: 
Fear is easy, but love is hard.” 


Tuberculosis ‘is on the wane; not only do mortality 
records clearly demonstrate this joyful fact, but those 
connected with active clinical diagnosis know that the 
present morbidity from tuberculosis is not the dis- 
heartening, hopeless struggle it was even fifteen years 
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ago. One reason for this, apart from better hygiene 
and epidemiology is the growing knowledge on the part 
of people that tuberculosis is not only preventable but 
distinctly curable. In fact, we know everything there 
is needful to know concerning tuberculosis, except the 
key to the knowledge of chemistry that might yield a 
cure as specific for the disease as mercury is for syphilis. 

Armed with all such knowledge, it has been a 
glorious opportunity to challenge unbelief and obstinacy, 
and donning the mantle of St. George, to go forth and 
battle with the dragons of helpless acquiescence and 
blind fear—great phantoms that have dominated the 
horizon of those touched by experience with the white 
plague. 

Viewing all this in retrospect, it is fair enough to 
expect that physicians, hospitals and teachers, should be 
asked to point to these accomplishments in tuberculosis, 
and urge the same kind of propaganda for the preven- 
tion and relief of cancer. But, what a contrast meets 
us when we compare the two conditions! 

It is difficult to single out an isolated fact concern- 
ing the transmission or origin of cancer concerning 
which all authorities are in perfect accord; the term 
itself is a conglomerous misnomer, from which only 
recently lupus actinomycosis, and a series of benign or 
syphilitic lesions have been rescued. The same term is 
used to cover local skin changes which never metasta- 
sized, and also to include round and spindle cell sarcoma 
of bone that always does, no matter what is done for it. 

For malignant tissue hyperplasia and overgrowth, 
very radical surgery has stood on the best of ground as 
the only chance of cure. Recently, radiation has been 
added, but it is generally agreed that both surgery and 
radiation, in the most skilled hands, prolong the life 
of the patient—or, perhaps we should say more fairly, 
increase the life cycle of the disease, in an altogether 
disheartening percentage of cases. “Five year cures” 
as a criterion of success, are being stretched to double 
that span, ahd even there the limit is extremely arbi- 
trary. 

Hence, the battle line is shifted to “precancer 
lesions,” and here certainly the imagination has a stimu- 
lant worthy of any Knight Errant. Mouth leukoplakia 
has done much to condemn radium, and has added a 
few men* to the ranks of Christian Scientists. Neither 
the opponents of radium nor the proponents of Chris- 
tian Science have adopted this method of proselyting, 
but a flighty man, obsessed with a desire to smoke, 
carrying a pyrographed mouth and an earful of the 
talking points of a precancer enthusiast, whose “lady 
love” is four thousand dollars worth of radium, has only 
one recourse: he turns for surcease to his pipe and Mary 
Baker Eddy. 

Until we know a lot more about cancer we had 
better instruct people to look out for certain symptoms, 
and for the time being minimize what they mean. Since 
women are the greatest victims of cancer-phobia, I ap- 


*Few women have leukoplakia; 
espouse Christian Science. 


neither do they need it to 
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peal to a common sense effort to induce them not to 
overlook lumps in the breast, and not to underestimate 
the importance of untimely or immoderate uterine dis- 
charge. But, a public lecturer, sweating under the cal- 
cium light, and addressing a nervous agglomeration of 
school teachers, typists and cooks, convinces most of 
them—since they are neither pipe smokers, chimney 
sweeps or betel nut chewers—that some hidden portion 
of their anatomy must harbor the Pestilential Curse, if 
the cancer statistics promulgated are correct or possi- 
ble. 

Until we know much more about cancer than we 
now agree upon, and until microscopists as well as 
clinicians, come to agreement among themselves, I ap- 
peal for a sane plan to treat suspicious, irritative lesions 
as such, and where possible, discuss malignancy as a 
growth that returns locally after it is removed and 
spreads by metastases. 

Let “cancer” be still further spiit up into its com- 
ponent parts, and chiefly, because of the horrible fear 
it rightly engenders, let it be gradually expunged from 
our medical vocabulary. E. L. T. 
WHY FLOOR NURSES’ WORK IS UNSATISFAC- 

TORY. 

We often hear it said of the nursing cooperation 
with the doctors in Sisters’ hospitals, that it is not 
satisfactory from the scientific standpoint. We be- 
lieve there is much truth in this statement. The head 
nurse on the floor especially comes in for much severe 
criticism. With the justice of this, we agree. She 
frequently does not give that hearty, desirable and 
trained cooperation so necessary between nurse and 
doctor for a complete, full and scientific analysis of 
cases—especially those of the medical and chronic 
nature. 

Admitting these statements to be true, we do not 
believe the fault lies chiefly or primarily with the nurse 
Rather does the trouble lie with the medical 
man in charge. 

In the first place we hear these criticisms made in 
comparison with highly organized hospitals where the 
staff is usually in whole, or in part, engaged in teach- 
ing and where the nurses, too, are specially selected for 
their fitness to cooperate in scientific investigation. In 
such hospitals the doctor’s orders are specific and de- 
The doctor in charge 


or hurses. 


tailed as they go to the nurse. 
may not personally give the orders, but if not, his assist- 
ant or special intern gives them and gives them in writ- 
ing, so that the nurse knows exactly what is required 
and of course does as required. 

Herein lies one of the marked points of weakness 
in the Sisters’ hospitals and in justice to the Sisters, we 
would like to point out that not with the Sisters, but 
with the doctors lies the trouble. They are not specific 
enough in their directions. They do not take time to 
indicate in writing exactly what they want, and too 
often we believe they fail subsequently to see that orders 
are exactly obeyed. Further, we believe that too often 
there are staff doctors in Sisters’ hospitals not suffi- 
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ciently conversant enough themselves with the details of 
investigation or treatment ordered to see that they are 
properly and fully carried out. 


In so many of the Sisters’ hospitals, the staff is so 
loosely organized, the members of such varying calibre 
that the sister in charge on the floor, having patients 
supervised by different members of the staff, becomes 
confused and perhaps often indifferent; for the Sister 
is human like the rest of us and in her hard day’s 
work is very likely to take, as we all are apt to do, the 
line of least resistance and perhaps neglect the specific 
detailed direction of the man who demands much setting 
him down as a crank whose orders are impossible of 


fulfillment. 


Then in so many of our hospitals there is a lack 
of proper order sheets, and unfortunately a lack of 
proper filling of those which may be available. 


This of course is up to the doctor. If he does not 
see that his orders are stated specifically and in writing 
he cannot hope to have the busy, overworked supervisor 
of the floor remember them in all their details. The 
supervisor becomes not only discouraged but confused 
through the lack of uniformity of demands made by the 
various staff doctors. Take a case of cardiovascular 
disease for instance. A study of the intake and the out- 
put and a concentration test perhaps may be demanded 
by one, including of course the day and night output; 
while the staff member having a patient in the next 
room may give a few loose orders and is satisfied with 
that. There is the order sheet perhaps for laboratory 
investigation of the urine and blood chemistry in such 
a case. One staff member fills it out properly; another 
gives verbal orders. It is easy to guess who will have 
the best studied case. And so we might go on pointing 
ways in which the supervising nurse is made the victim 
of indifference or ignorance. 


Unless the hospital has trained laboratory mem- 
bers—I do not mean mere technicians—there is sure 
to be a lack in coordinating the various laboratories for 
scientific observation and work. Where such specialists 
are not on the staff, the interpretation of the laboratory 
findings are of course up to the staff, and unless they 
work harmoniously together and help to keep order by 
the filing of the proper blanks and the proper inter- 
pretation of the findings at the proper time, there is 
bound to be confusion. 


The object of this editorial is to put the shoe on 
the right foot. We will find cooperation if we give 
intelligent leadership. Let us ask ourselves honestly 
and squarely how much time are we giving to the hos- 
pital which is giving us so much to make our profes- 
sional work easier, more satisfactory and scientific. If 
we do not give freely of our time and thought to the 
hospital wherein we work, we are mere parasites and 
not worthy of a position there. 


No one questions the devotion or skill of the Sisters 
as nurses ; neither need we question their ability to meet 
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us half way in scientific investigation if we will but 
show by our interest in the hospital, and by hearty co- 
operation in everything that leads to better and more 
scientific working conditions in the hospital, that we 
are actually their friend and helper. 
E. E. 
A BRIEF REVIEW. 

June, 1922, marked the seventh anniversary of the 
Catholic Hospital Association of the United States and 
Canada and witnessed its seventh annual convention. 
In reviewing the Association’s history since its origin in 
the year 1915, there appears to be good reason for satis- 
faction with what has been attained. 

Beginning with a membership of 43 hospitals and 
24 individuals, during its rather short life the Associa- 
tion has reached nearly the 500 mark in hospital, and 
the 1600 mark in individual members, most of the latter 
having been doctors. 

In its policy of development, starting with the ed- 
ucational, it next emphasized the necessity and need 
of team-work, and finally entered whole-heartedly into 
the present-day great movement for so-termed stand- 
ardization. As an indication of the spirit, response, 
and actual endeavor, is the relatively high percentage of 
Catholic hospitals that has been recognized in the rating 
of both the American Medical Association and the 
American College of Surgeons. 

For the realization of its purpose the organization 
has introduced various factors into its work, including 
summer schools for laboratory technicians; diocesan 
directors of hospitals; state district, or provincial con- 
ferences; hospital visiting, and an official magazine, 
HospiraAL Proegress. Another the 
process of development, is guilds for the training nurses 
and alumnae of the hospitals. 


factor, now in 


Already a large number of the dioceses are repre- 
sented by directors, clergymen, whose function is to 
promote the general welfare of the hospital—spiritual, 
scientific and material. 

The first sectional conference (state, district, or 
provincial) was organized in September, 1920. Since 
that time, 14 such conferences have been organized, 
some of them including several states or provinces in 
their respective units. Already many of the conferences 
have held two annual meetings, and in their transac- 
tions all have manifested strength, both as regards 
organization and achievement. 

HospiraL Progress, the official magazine, has 
made rapid strides. In its circulation, copies now reach 
not only various parts of the United States and Canada, 
but also foreign countries, including South America, 
Newfoundland, England, Australia, British East Afri- 
ca, and Italy. This success is to be attributed mainly 
to the strength of the Association and its plan of organi- 
zation ; for, as is obvious, the life of Hosprran Progress 
must depend entirely on a large and constantly active 
membership. 











At the 1922 convention the Association adopted 
its own standard, which includes not only what is con- 
sistent in other standards that have been presented, but 
also other factors tending towards still higher uplift, 
factors in which the Association has a special interest. 

As in the past, the policy of the Association will 
still continue to be, cooperation with all whose activities 
for the betterment of hospital service shall be guided by 
the principles that are proven and true. 


B. F. McG. 


PROGRAM OF THE MINNESOTA-NORTH DAKOTA 
CONFERENCE OF CATHOLIC HOSPITALS. 
The first meeting of the Minnesota-North Dakota 

Conference of the Catholic Hospital Association was held 

December 5-6, at Rochester, Minn. The program was as 

follows: 

Tuesday, December 5th. 

Opening Address, Rev. P. J. Mahan, S. J., Vice- 
President of the Catholic Hospital Association, Chicago, 
Ill. 

Address of the President, Sister Madeleine, St. Mary’s 
Hospital, Minneapolis, Minn. 

Appointment of nominating and resolutions commit- 
tees by the president. 

Substitutes for Interns in Small Hospitals. Dr. H. 
B. Sweetser, Minneapolis, Minn. 

The Suggested Hospital Normal School, Sister M. 
Olivia, St. Mary’s Hospital, Duluth, Minn. 

A Further Step in Hospital Progress, Rev. P. J. 
Mahan, S. J., Loyola University, Chicago, IIl. 

The Special Nurse and the Hospital, Sister Margaret, 
St. Mary’s Hospital, Duluth, Minn. 

Social Service in Hospitals, Rev. Edward Mahowald, 
St. Cloud, Minn. 

History Taking and Record-Keeping, Sister John 
Baptist, St. Joseph’s Hospital, St. Paul, Minn. 

A High Professional Standard for Hospitals, Staffs 
and Nurses, Dr. E. L. Tuohy, Duluth, Minn. 

Address, Dr. W. J. Mayo, Rochester, Minn. 

Wednesday, December 6th. 

Address, Dr. Charles Mayo, Rochester, Minn. 

The Practice of Economy in Hospitals, Mother Mary 
Joseph, St..Mary’s Hospital, Rochester, Minn. 

Problems We Meet in Small Hospitals, Sister Gon- 
zaga, St. Joseph’s Hospital, Mankato, Minn. 

The Hospital Library, Very Rev. H. Moynihan, St. 
Paul Seminary. 

The Proposed Legislative Bill for Nurses, Sister 
Domitilla, St. Mary’s Hospital, Rochester, Minn. 

The Clinical Laboratory, Dr. Georgine Luden, St. 
Mary’s Hospital, Rochester, Minn. 

Closing business meeting and meeting of executive 
committee. 


PROGRAM OF THE SOUTHERN STATES CON- 
FERENCE OF CATHOLIC HOSPITALS. 

The second annual convention of the Southern States 
Conference of the Catholic Hospital Association was held 
November 8-9, at Santa Rosa Infirmary, San Antonio, 
Tex. Rev. C. B. Moulinier, S. J., Milwaukee, Wis., acted 
Sonn of the conference. The program was as 
ollows: 


Wednesday, November 8th. 

Address of Welcome, W. M. Wolf, M. D. 

Address of the President, Rev. C. B. Moulinier, 
Milwaukee, Wis. 

Address, Louis D. Moorhead, Dean of the Loyola 
School of Medicine, Chicago, III. 

How the Standardized Hospital Can Best Serve the 
Practicing Physician, Malone Duggan, M. D. 

The Cancer Problem, L. L. McGlasson, M. D. 


The Clinical Laboratory and Its Relation to the 
Physician, A. H. Braden, M. D. 

Some Experiences in the Daily Routine of the Labora- 
poem See Mary Etienne, St. Joseph’s Infirmary, Hous- 
on, 

The Diagnostic Value of the X-Ray, Thos. B. Bond, 
M. D., Fort Worth, Tex. 
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A CHRISTMAS MESSAGE. 

Through the courtesy of “Hospital Progress”, The 
American Hospital Association wishes to send a Christmas 
Greeting to the Catholic Hospitals of the United States and 
Canada. 

The Church should be represented in the home and the 
hospital during the anxious and distressed moments of 
sickness, carrying the spirit of Jesus with it. The Catholic 
Church has been foremost in this work since early times, 
ministering unselfishly through its hospitals to the poor 
and afflicted, in a real and vital lifesaving ministry. 

In this work for humanity, the American Hospital 
Association offers its hearty cooperation during the new 


year. 
ASA S. BACON, 
President, The American Hospital Association. 





The Case Record as an Aid to Diagnosis, A. R. 
Reyes, M. D. 
Anesthesia, R. S. Adams, M. D. 


Necropsies—An Essential Feature of a Complete 
Standardized Hospital, Mary King Robbie, M. D. 

Cooperation the Keynote to Effective Floor Supervi- 
sion, Sister Mary of Victory. 

Not Caring for Crippled Children, Edward A. Cayo, 
M. D. 

Hospital Social Service, Miss Nora Kelly. 

Thursday, November 9th. 

Address, Bacon Saunders, M. D., Fort Worth, Tex. 

The Patient From the Viewpoint of a Psychologist, 
Rev. C. P. Mulvaney, Ph. D. 

Address, Alden Coffey, M. D., Fort Worth, Tex. 

The Duties of the Hospital Staff to the Intern, Homer 
T. Wilson, M. D. 

The Teaching of the Nurse, Miss L. Jane Duffy, 
Department of Public Health Nursing, Austin, Tex. 

Hospital Administration, P. H. Hill, M. D. 

The School of Nursing in the Small Hospital, 
M. Madeleine. 

Report of the committees, resolutions, 
of officers for the ensuing year. 


Sister 


and election 


Geesiea 
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A Laboratory Technician Available. 

159: Q: If you know of an opening for a laboratory 
technician in any hospital, I wish you would let me know 
at your earliest convenience. We have a girl who has just 
finished her work here. She had several years’ college 
before she took up laboratory work. 

A: We shall be glad to supply information with re- 
gard to the above. Address: Hospital Progress, 1212 Ma- 
jestic Bldg., Milwaukee, Wis. 

A Laboratory Technician Wanted. 

160. Q: We are in need of a laboratory technician. 
Capacity, 110 beds. All laboratory examinations are con- 
ducted here except the Wassermann. Blood chemistry is 
expected. 

A: For further information regarding the above, ad- 
dress as given under question No. 159. 

1923 Convention. 

161. Q: Where and what date will the 1923 conven- 
tion be held? 

A: We are unable to give you information on these 
points at present. These questions should be settled in 
the near future. 

Intern. 

162. Q: Should every Hospital of 50 beds have an 

intern? 
: A: We are of the opinion that it should. 
A Book on Biology. 

163. Q: What is a good book on Biology? 

A: We are much impressed by the recent work by 
Menge. This book was reviewed in the December issue 
of Hospital Progress. 
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Nursing Problems’ 


The word problem is much used. I: seems so applica- 
ble to existing conditions. We hear it on all sides. There 
are labor problems, social problems, municipal, state and 
national problems, and even the great international prob- 
lem of peace. 

The word universally used and universally fitting 
from individual to international is significant and hope- 
ful, for when a condition assumes definite shape, as a 
problem, it heralds the hope that the time of its solution 
is not very far distant. 

It may be selfish but it is nevertheless consoling, that 
problems are the portion of all, for we here realize that the 
hospital world has its problem; it is affected by all others; 
besides it has its own, peculiar to itself; big ones, many, 
serious, mighty and perplexing, and our Catholic hospitals 
have special and important ones, not with a material im- 
portance only, but with a value and weight which are 
eternal. 

The existence of hospitals dates from the dawn of 
Christianity, when prompted by the love of God, and 
modeled on the example of our Lord, to whom the affliction 
and suffering of man made powerful appeal for relief, 
those beneficent institutions have aided all who applied to 
their portals. 

With the passing of years, the development of medi- 
cine, the various discoveries of value in the realm of 
medicine, came an increased demand for an increased 
nursing force, and training schools were instituted. 

Just half a century ago witnessed the foundation 
stones; the pioneer schools conducted by the Sisters of 
Charity, namely, that connected with Carney Hospital, 
Boston, Mass., founded in 1872 (Hospital Progress, Vol. 
II, p. 5), having Miss Emily Stoney, with whose textbooks 
on nursing we are familiar) as the first superintendent of 
Nurses. Some few years later, that of the Sisters of 
Mercy, Mercy Hospital, Chicago, Illinois. (Same refer- 
ence, Hospital Progress.) And again with the lapse and 
progress of years, and with the demands of modern medi- 
cine, we, of today, must cope with conditions which did 
not perplex our predecessors in the care of the sick and 
the conduct of the school of nursing. “This is a critical 
period in nursing education, and we must see clearly, and 
build wisely, if our work is to stand for the future.” 

Our predecessors had problems, the problems of be- 
ginning, and all beginnings are difficult; but, we have 
greater problems, the issues of the changing conditions, 
those of the present and those of the future, and in the 
product of our schools of nursing, must be blended all 
the traditions of the past, the vigor of reconstruction of 
the present, and in them developed the capability and 
efficiency which the widening activities of the future hold 
for them. How to accomplish this purpose is indeed a 
master problem. To aid in the solution thereof we shall 
consider some of the problems of our master problem. 

The Teaching of Essentials. 

The essentials upon which the education of the nurse 

must be accomplished, the real essence of nursing, is and 


*Read before the California, Arizona and Nevada Conference, at 
San Francisco, May, 1922 





Sister Zoe, Mary’s Help Hospital, San Francisco, Calif. 


must always be, the personal service of the sick by which 
and in which the student applies the knowledge acquired 
in the school, by rendering a practical, intelligent and 
efficient service to the patient. The essentials are the 
things which concern all nurses, who desire to rightfully 
claim the title, and they very vitally concern the patient. 
The ideal curriculum and the ideal teaching is not that 
which leads out into alluring pathways of non-essentials, 
but that which gives full scope to the student in her acqui- 
sition of knowledge, to the end that the patient derives the 
benefit, therefore a two-fold good to be desired, a double 
goal to be attained. 

Is there not a possibility of over-educating our nurses 
is sometimes asked? I answer, no. There should be no 
limit to the imparting of knowledge, nor to the affording 
of opportunity of acquiring it. The hospital schoo] is an 
educational center, and, very different from other educa- 
tional institutions, in constituting itself such, it has 
assumed tremendous responsibilities; to the student who 
applies to it in the quest of knowledge, and to the sick who 
confide themselves to it in the quest of health; the hospital 
has charged itself with great responsibilities; nor do these 
cease with the student days, for the student of today be- 
comes the graduate of tomorrow, and the success, the per- 
fection, the issues, the conseqences; and these, safe-guard- 
ing or hazarding the health, the lives, yes, very often, the 
souls of those to whom she will be called to minister will 
be the measure of the training she has been given, and her 
own realization of the importance thereof, and too, of her 
sense of responsibility in the exercise of it, and in the 
issues involved. 

We, in California, have an outlined course of instruc- 
tion, arranged by the Bureau of Registration, and fol- 
lowed by all accredited schools. I am safe in asserting 
that in our own school, we exceed the requirements, for 
we have been told so repeatedly by representatives of the 
Bureau. I say this, not with pride, but with a satisfac- 
tion of conscience, that the school, in theory and practice, 
is giving to the students, all that can be included in the 
essentials of a thorough nursing education. 

How Shall These Essentials Be Taught? 

Not so long ago, indeed, quite recently, there were 
many advocates of having a paid lecturing staff. (The 
treasurers and bookkeepers of the hospitals were not listed 
with those advocating the proposition.) But we can all 
affirm that our doctors assigned to the lecturing staff are 
most willing to assist in the instruction of the nurses, 
and, in fact, consider it a privilege to do so. I think, as 
far as possible, instruction, supervision of practical work 
and nursing procedures, in the care of the patients should 
be done by the Sister Superintendent of Nurses, or the 
graduate nurse assisting her. Teaching is causing to 
learn, it is not merely an exposition of facts and theories, 
it is an explanation of them, an explanation understood, 
grasped and made her own by the one to whom this teach- 
ing is imparted, causing her to learn, causing her to un- 
derstand and to know. However varied the degree of 
educational attainment, as a general thing, the students 
in the classroom of the school of nursing stand on a 














level; the educational foundation upon which we must 
construct the nurse may vary in depth, but the applica- 
tion, the earnestness, the interest, which each student 
brings to this moulding of herself, complete and perfect 
our structure. 

Teaching is accomplished by methods of lecture, 
recitation, quiz, illustrated lecture, charts, drawings, drill 
and demonstration, all of which are in use; and indeed it 
seems like carrying coal to Newcastle to touch on the sub- 
ject before an assembly such as I now have the honor of 
addresing, an assembly of teachers and directors of teach- 
ers. 

But, in answer to my question: “How should the 
essentials of nursing be taught?’ I would reply, that in 
explaining a lesson all that does not pertain thereto should 
be eliminated, all that refers to it should be included; in 
demonstrating a nursing procedure, three points should be 
considered,—the motive, the means, and the method. 
Carry out all demonstrations correctly, exact similar 
accuracy of your students. 

Improvement comes through repetition; it is said that 
repetition. fixes in three places: mind, nerve and muscle. 
Therefore, drills in nursing methods will result in in- 
erased efficiency with less effort. These are a most im- 
portant factor in teaching. Generalization and indefinite, 
obscure terms should be avoided. 

The teacher should ask herself this question: “What 
is the big point I would bring out?” And with that point 
as her point of vision, her type of question should be cap- 
able of solution by the college graduate, or the eighth 
grade grammar student after the teacher’s explanation 
of the subject. Unless there is a definite point to be 
reached, yes or no has no place in an answer. Neither 
has a suggestive question, so suggestive in its phrasing 
that the question includes the answer. The teacher 
should never repeat a question which has been addressed 
to a student; when you repeat, you are placing a premium 
on inattention. 

To sum up, therefore, our Sisters should be the teach- 
ers as far as practicable in the halls, and in the class and 
demonstration rooms. The teaching should be clear, bas- 
ing today’s lesson on that of yesterday, and fitting it in to 
that of tomorrow. Encourage students to ask questions. 
Ask the students, Why? after an answer or demonstra- 
tion. Have them give reasons. Challenge the attention 
of students, cause them to think. 

The Power of Observation. 

One of the principal essentials, and one which cannot 
be easily taught, but which we must develop in our stu- 
dents, is the power of observation. From her entrance 
into the school until the end of her professional career it 
should be under cultivation, teacher and student contri- 
buting thereto. Success and value as a nurse depend upon 
it. The nurses should be taught that in the care of the 
patient, not only the condition of the part affected, but 
of the entire organism should be ascertained as fully as 
possible. The symptoms manifested in one organ may 
be the result of disease of some organ near or very remote. 
I am nearing the border line perhaps, but I am not for- 
getting that diagnosis is not within the province of the 
nurse. The well trained nurse would not intrude on the 
physician’s sphere, but she can render great assistance, 
not only to the physician, but especially to the patient 
who commits himself to her care, and who has the right 
to the best we can give of our effort to discover by careful, 
intelligent observation, and the scrutiny of every symp- 
tom manifested. And in this study of the patient’s con- 
dition in detail, and the opportunity which it affords of 
teaching the power of observation to our student nurses, 
we recognize that the ultimate benefit of the patient is 
the purpose of the standardization of the hospitals, and 
it is the aim of our Catholic Hospital Association, set 
forth as one of the chief requisites for standardization, 
that in the treatment of our patients every search of 
science, in the form of analysis and test, be used to dis- 
cern not only those symptoms which are pertinent to the 
existing malady, but to detect those latent tendencies 
which might menace health. 
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It would be a serious error to leave the patient and 
his peculiar condition out of consideration and go through 


a routine as if all were alike. A very important point 
to bring before those whom we are instructing, to care 
for the sick, is to emphasize that nature is the best healer, 
always at work endeavoring to eliminate toxic substances, 
or otherwise restore functions out of harmony. Someone 
has defined cyanosis as the outcry of the human organism 
for air. And so, too, in all derangements or deviations 
from the normal, nature gives expression to these dis- 
orders by the manifestation of symptoms, the intelligent 
observation and interpretation of which depend chiefly 
on the vigilance of those entrusted with the care of the 
sick. It seems that one of the most important duties of 
the teacher charged with the instruction of nurses is to 
teach them to regard the patient from every viewpoint, 
to cultivate the faculty of close and accurate observation, 
to be able to present facts observed and to describe them 
in an intelligent, comprehensive manner to the physician, 
leaving to him the decision of their relative value and 
significance. The development of the faculty and power 
of observation will be a great asset, and without being an 
alarmist, magnifying and exaggerating conditions, or an 
intruder into the sphere of the physician, she will insure 
her own success as a nurse, be a most valuable assistant 
to the physician, an honor to those who instructed her 
and above all a safeguard to the patient intrusted to her. 


Conditions Requisite for Admission. 

In the schools accredited by the California State 
Board, it is necessary for the applicant to file an applica- 
tion with the Bureau of Registration for an educational 
certification. While it is desirable that a high school 
course should precede the entrance into the school of nurs- 
ing, it has been conceded by the bureau that one year in 
an accredited high school, or an educational equivalent, 
credit for same having been shown, will render an appli- 
cant eligible for acceptance. 

For many reasons it would be hard to limit the sup- 
ply from which applications are to be considered to those 
only who are equal to the high school test; personally I 
know that sometimes applicants possessing full educa- 
tional requirements are lacking in other qualifications 
equally important; and I am aware, too, that many of the 
brightest and best graduate nurses we have ever known 
would have been debarred as ineligible, had a two years’ 
high school course been an inflexible condition. 

It is certainly not my purpose to minimize the educa- 
tional standard; on the contrary, the more educated the 
student, the more capable will she be and the more recep- 
tive of the teaching imparted in her new sphere. It is 
not what education is, however, but what it includes and 
implies; manner, refinement, home-training, and a sense 
of responsibility which her work as a nurse will demand 
of her. These are the things which bespeak education and 
which will decide for her her educational fitness, whether 
the application form records eighth grade or college de- 
gree. We have considered the educational test as one 
of the first essential qualifications for acceptance, and I 
would remark that a personal interview with the appli- 
cant be arranged whenever this is at all possible. It is 
certainly more satisfactory on both sides, and a great aid 
in deciding eligibility. Although first impressions may 
not be infallible, much may be gleaned from the interview. 
The general appearance and manner give some insight in- 
to the applicant’s sense of fitness of things. Appearance 
is subservient to fashion, and nowadays might not be so 
much a criterion; very often the first appearance is a 
demonstration in powder, paint, and earpuffs, and if the 
kindly criticism of this adornment or disfigurement is not 
taken in good part, if they fail to realize how decidedly 
out of place this is in the presence of sickness and sorrow, 
it will very probably be their last appearance. 

The Problem of the 48 Hour Week. 

The eight-hour day has been generally accepted as a 
reasonable standard for men and women, engaged in active 
physical work; and with the usual responsibilities of hos- 
pital life, the application to study and classwork, there can 
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really be no question that the period of work for student 
nurses should be limited to the eight-hour standard. 

In this state it is a law, a six-day week (48 hours) 
with one entire day free. We comply with the law by 
having the students on duty, seven hours for six days, 
and on one day during the week for six hours. Event- 
ually the eight-hour system as the maximum period of 
work for student nurses will be established generally; in 
fact, three years ago this point was under consideration 
by the National League of Nursing Education. The 
schools of nursing in California have adjusted themselves 
to this problem, and without the intention of proposing 
a problem to the representatives of the schools of our sister 
states instead of offering a solution, I would venture the 
suggestion of your anticipation of the movement and of 
beginning an eight-hour day system, and perhaps by tak- 
ing the initiative, you may, with more advantage adopt a 
52-hour week and make this permanent. This would be 
five days of eight hours each, and two days of six hours 
each, the usual afternoon and half-day on Sunday. The 
move would attract more applicants to your schools. 


Discipline of School of Nursing. 

Every well-ordered home maintains discipline, unwrit- 
ten rules and regulations wisely enacted and kindly en- 
forced—little invisible barriers shutting out from the 
paths leading pitfalls, and finger posts guiding aright. 
We have experienced them, and while we might have ac- 
cepted them as a matter of course, or perhaps have chafed 
under the restriction placed by our good parents, we have 
since thanked God and them also, over and over, for our 
early barriers and finger posts, and perhaps that is the 
reason why we are here today and here as we are. The 
point I wish to bring out is that the home is the real 
training school for all avocations, professions and voca- 
tions; it is from such homes in which discipline is main- 
tained that we should select young women for our Schools 
of Nursing. Good home training bespeaks readiness to 
conform to the regulations of the school, docility and 
eagerness to eradicate faults, and affords fertile field for 
cultivation of the virtues which the good nurse should 
possess. Granted, therefore, that our students have been 
chosen from good homes and bring them into their new 
work good traditions, the institution owes to them, 
among the very first lessons an explanation of the regula- 
tions of the hospital school of nursing. Confronted with 
the accusation that she has violated a regulation is fre- 
quently the nurse’s first realization that such a rule 
existed. Hence, a full explanation of all rules pertaining 
to the hospital or school should, in justice, be given. 
These should be read and explained from time to time, 
and any deviation mentioned in general. This reminder 
is usually effectual, and will correct the offenders and 
benefit all. When nurses clearly understand that the 
maintenance of discipline is the object of these regula- 
tions, that these are made with wisdom and for the gen- 
eral good, then a deliberate violation or breach of dis- 
cipline should be dealt with accordingly, that is, by dis- 
missal. 

Dealing with breaches of discipline suggests the sub- 
ject of penalty imposed for violation of regulations in 
serious matters. There are minor offenses and more 
serious ones. Much consideration is required, the nature 
of the fault and the nature of the offender, for it may be 
a fault of the head and not of the heart. They have, as 
a general thing, such good intentions, these girls, vague, 
perhaps, but to us, teachers of hearts infinitely invaluable. 
The character of the nurse should be considered, some are 
corrected by.a look or suggestion. Others must be dealt 
with very emphatically ; there may be splendid material in 
both, but each must be managed and moulded in a differ- 
ent way. 

As Sisters, teachers and disciplinarians in our schools 
of nursing, much is expected, and much should be ex- 
pected of us in this matter of discipline for our schools. 
We should strive to know each student entrusted to us, 
help them to root out the principal defects, and failings 
will soon disappear. If obliged to give a correction or 
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reproof, say a few words of appreciation of something they 
have done well. Commendation is a wonderful stimulus 
to correct or improve, and assures the offender that if 
faults are manifest and merit reproof, their good points 
are likewise recognized and appreciated. Pardon my 
digression from the subject of penalty. There are many 
opinions regarding it. Some are advocates of it. Per- 
sonally I am not. For a deliberate violation of rule in 
a serious matter, there should be no question of the con- 
sequence or the penalty demanded, but for minor faults, 
errors of the head, lapses of good will, there should be 
tolerance and patience. There is discipline and discipline. 
A discipline which though it smart, combines considera- 
tion, thoughtfulness and charity, this stimulates the latent 
or flagging sense of responsibility. Cases in which some 
penalty might be indicated may produce the best result 
by depriving a nurse of her much prized late permission or 
by imposing a fine for the want of neatness. Articles of 
clothing left around instead of being in the places pro- 
vided, may be confiscated and redeemed by owner on pay- 
ment of a fine. Money thus acquired may be placed in 
the Poor Fund, for the foreign missions or some such 
charity. After a few penalties and a few dimes forfeit, 
the fund for the poor from that source will become very 
poor indeed. This plan of penalty may be a splendid 
incentive to the firm purpose of amendment. 

Depriving a nurse of her cap and having her go on 
duty, this penalty for a fault, is quite common. It should 
not be done, as it designates her a culprit before her com- 
panions, the doctors and the patients. Suspension seems 
to be the most available method of penalty, but unfortu- 
nately, it is used with more frequency than intelligence. 
Although the suspended nurse may recognize the justice 
of the judgment she rarely falls back fully into the step 
and the spirit of her work. On the whole, the fault and 
the offender should be considered as far as justice and the 
general good will permit. Disciplinary measures should be 
tempered by that charity of which we are the exponents. 
Extension of time in the school as a mode of penalty for 
breaches of discipline is contrary to the regulation of the 
Bureau of Registration of Nurses in California. 


The Charges of Graduate Nurses. 

The rates charged by graduate nurses engaged in 
private duty (in this city) have been decided by the San 
Francisco Nurses’ Association, the period is limited to 
twelve hours, in hospitals, 7 A. M. to 7. P. M. or 7 P. M. 
to 7 A. M., and in homes, a twelve hour duty, hours by 
arrangement. A list of rates as endorsed by the Associa- 
tion and to which all graduate nurses conform may be seen 
on display. If the Association has stated the rates and 
hours of service rendered by the members, we should 
respect them, and appreciate the fact. “The laborer is 
worthy of his hire.” Nurses chosen to work in our in- 
stitutions should be graduates who have complied with all 
requisites for registration. There has been an influx of 
graduate nurses from various parts of the country, at- 
tracted, they admit, by the shorter hours and the in- 
creased fee. These apply for special duty in the hospitals 
and great care should be taken whenever it is necessary 
to call from other sources, besides our own alumnae or 
other recognized local schools, that the selection of nurses 
placed “on call” in our hospitals be well made, to the end 
that the laborer be worthy of his hire and the patient be 
rendered the best possible service. 

Religious Instruction of Nurses. 

The religious instruction of the nurses is a serious 
obligation, far-reaching in its effects, and one of our most 
important duties. It is the essence of the essentials 
taught. It is true that every practical Catholic has a 
knowledge of the principles of religion; and presuming 
that most of our nurses are recruited from those possess- 
ing this knowledge, we have good ground upon which 
to build, and an appreciative, receptive mind to 
which to impart the special religious instruction 
necessary for the nurse who has the tremendous 
issues of life and death in her keeping. In her 
work as a nurse she may be called upon to explain the 





fundamentals of religion, and a well meaning inquirer 
would rightfully expect satisfactory, intelligent answers. 
This is, however, the least important reason for the neces- 
sary religious instruction, others obviously of eternal im- 
port are to be considered. In the effort to comply with the 
obligation of imparting religious instruction to the nurses 
of our schools, we are fortunate in having one of the local 
pastors who devotes an evening weekly to the instruction 
of nurses. A chapter in the catechism is assigned for 
study and each student is called for recitation. This con- 
sumes some little time and the remainder of the time is 
spent in explanation and development of the answers or 
special points of the lesson. Besides the use of the cate- 
chism there is also an explanation of the Gospel of the 
preceding Sunday. The sacraments with which the work 
of the nurse is particularly concerned, Clinical Baptism, 
the Holy Eucharist and Extreme Unction, are made the 
subjects of special instruction in these weekly classes. 
With the teaching of ethics the Sister Instructor may 
easily include religious instruction. After all, in its 
broadest sense, ethics may be defined as the close applica- 
tion of the Commandments of God to the details of daily 
duties and relations with others. It is in duties relative 
to the patient’s spiritual and corporal welfare, in which 
ethics blended with religion will find its highest expres- 
sion. 

An outline of a course in religious instruction should 
include the following: The laws of the Church regard- 
ing certain operations, those definitely prohibited are 
enumerated in the “Surgical Code for Catholic Hospitals”, 
arranged by the Reverend Chairman of the Ethical Com- 
mittee of the Catholic Hospital Association of United 
States and Canada. 

Clinical Baptism, Emergencies in Which it is Administered. 

The Holy Eucharist in the Sick Room, Prepara- 

tion of the Table. 

Necessity of the prompt reception of the Sacraments 
of Penance and Holy Eucharist, in conditions in which 
delirium or coma may occur, above all, cases in which sud- 
den death is apt to occur. Supplementing the instruc- 
tion, works treating of ethical points should be given the 
nurses. Among them are suggested: “Talks to Nurses,” 
by Rev. H. Spalding, S. J., and “Some Medical Ethical 
Problems Solved,” by Rev. M. P. Bourke, Chairman Ethi- 
cal Committee of the Catholic Hospital Association of the 
United States and Canada. “Talks to Nurses” we use as a 
reference book. (The last named we have handed to our 
Senior Class.) 

The organization of the Children of Mary or the 
Sodality of the Blessed Virgin, in the Schools of Nursing, 
affords a spendid opportunity of imparting religious in- 
struction and fosters the supernatural spirit in the work 
of the nurses with the patients. Likewise the little retreat 
for a period of three days; the exercises so arranged as not 
to interfere with their hospital duties, is of great ad- 
vantage; in many institutions the nurses are privileged to 
have this retreat annually, of which the graduate nurses 
eagerly avail themselves. 

The paper on “Nursing Problems” has attained great 
length. The problems themselves, I trust, have not 
reached greater depth, instead of having reached and 
found their solution. Permit me to repeat in conclusion, 
our Catholic Schools of Nursing should stand for the 
highest and the best; representatives of these schools 
going forth on the mission of helpfulness to the suffering, 
should be exponents of Catholic ideals. 

Nurses Who Value the Souls of Their Patients. 

Nurses whose vision is broad, who can see in the 
affiicted exterior, the image of our Divine Lord, and who 
have modeled their lives on that mirror of true woman- 
hood, Mary. To bring out of the crucible of the school, 
such as these, is the aim and characteristic mark of the 
Catholic Hospital Schools of Nursing, it is the distinc- 
tive work of the Sisters who, in the various devious de- 
partments contribute to the education of the nurse, in 
knowledge, skill and ideals; it is their fidelity and devoted- 
ness which exerting and ennobling influence upon their 
nurses will be the master key to all problems. 
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SPIRITUAL WORK WITH HOSPITAL PATIENTS. 
Rev. Robert E. Lucey, Los Angeles, Calif 

There was a time in the history of Christianity when 

men placed a proper value upon the things of the soul and 


of the body. There was a time when men had a keen 
appreciation of the fact that the body is the temple of an 
immortal spirit, that it functions with that spirit, is 
governed and directed by it, and must be respected and 
cared for as the sacred shrine in which dwells the human 
soul. 

In the early ages of Christianity men remembered 
that the human body had been ennobled and sanctified by 
the fact that the eternal Son of God had dwelt in human 
form, that He did not hesitate to take upon himself a body 
and soul like unto ours in all things save sin, that only 
when torn and scourged and pierced unto death did he 
give up that body, and still it is his.delight to dwell with 
us in that same flesh and with the same Precious Blood 
that he drew from the Immaculate Heart of Mary, His 
Mother. 

But though the body was held in reverence a proper 
and correct valuation was placed upon it—it lived and 
functioned for the soul—if left to itself it would dry up 
and wither away. In comparison, therefore, to the soul 
the body was looked upon as dust and ashes cast about a 
radiant spirit that was endowed with intellect and will. 

It was Christianity that brought about the greatest 
change in the methods of those who were entrusted with 
the care of the body. Nurses lived and labored amongst 
the ancient people of the olden days, but they labored 
only for a chosen few. In pagan times a majority of the 
human race were slaves to a small minority, and the slave 
that was sick was nursed only when it would profit his 
master to save him. 

Then there came to the world the author of life him- 
self, and he taught the Common Fatherhood of God and the 
Universal Brotherhood of Man; he showed the relative 
value of the body and the soul, he made clear to his fol- 
lowers that the great business of life, the thing that is 
most necessary above all else, is the saving of the human 
soul. 

Since the moment her Divine Spouse left her to 
return to his Heavenly Father, Holy Church has held 
contantly before her eyes that great objective, the salva- 
tion of the souls of men. In her quest for souls the 
church considered:as of little moment the social condi- 
tions of her children, that is to say, all men were equal in 
her eyes, whether slaves or freemen, rich or poor, power- 
ful or weak—all men were equally rich in their possession 
of a human soul that was bought at a great price, “even 
the Blood of the Lamb.” 

If then, relatively speaking, the body is of little 
value and destined some day for the corruption of the 
grave; if it is really the soul that matters, why has the 
church, whose mission is spiritual, established from the 
earliest ages of Christianity hospitals, in which the beggar 
was as welcome as a king? There must be some spiritual 
value in the care of the sick, otherwise the prudent and 
provident church would not have poured out millions of 
dollars during a thousand years to save the bodies of 
men; she would have spent this money in churches and 
chapels, seminaries and foreign missions, to heal directly 
the souls of men. Has she not broadened the scope of her 
activities and left the realm of the spiritual for that of the 
material ? 

No, the church has followed in the footsteps of her 
Master. Did He not give sight to the blind and hearing 
to the deaf? Did He not stretch forth His Sacred Hand 
to heal the leper, the paralytic, the suffering woman? Oh, 
He did more for the human body than the church can 
ever do—He stood before the tomb of Lazarus who was 
dead four days and already was turning to corruption. 
The Master stood before the tomb and there was no soul 
within, only the body of a man beginning to decay, and 
the Master said: “Lazarus, come forth!”—and the stag- 
nant blood moved in his veins, the lifeless heart was 





4Read before the California, Arizona and Nevada Conference at San 
Francisco, May, 1922 
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started, and began to throb; the ashen, pallid skin was 
clear and rosy with life—Lazarus came forth and spoke. 


Today when life is gone, our work is done—but the 
Master called back the dead to life again. We need never 
fear that we shall outdo the Master or go beyond the 
bounds in tender solicitude for the sick—we can never do 
what he has done. And do we not remember the con- 
demnation that he has foretold upon those who neglect 
the material welfare of their neighbors? He passed over 
for the moment the things of the spirit and spoke in 
touching words of the corporal works of mercy—“Amen, 
I say to you, I was hungry and you gave me not to eat.” 
He spoke of the poor whom he loved and declared that the 
Jews in neglecting the bodily welfare of His children had 
in reality neglected Him. 

In caring for the sick, therefore, we but only obey the 
commands of our Saviour. If this be true there must be 
a spirtual welfare of His children and if He healed the 
body it was because this helped to cure the soul. If He 
performed a miracle it was to spread His teaching, and if 
He summoned the dead to life, it was to show He was 
divine. And strangely enough that is just what you are 
doing today—you are healing the body—to cure the soul. 
Your lives are miracles of devotion and self sacrifice 
reflecting as a mirror the teaching and commands of our 
Saviour, and since the Catholic hospitals for over 1500 
years have shown forth to the world the teaching and 
practice of the Saviour—they are a living proof that the 
church which founded them is divine. 

Now, to go one step farther in our analysis—what is 
spiritual work with patients—has nursing a spiritual 
value? Catholic hospitals during fifteen centuries have 
shown the divine character of the Catholic church. I do 
not say that every church which erects a hospital is 
divine—but if the Catholic church during the last twenty 
centuries had not exercised a tender care of the sick she 
would have been totally deficient in the virtue of charity, 
and Saint Paul ranks charity above faith and hope. Your 
eare of the sick therefore has first of all this essential 
value, that you are the representatives of the Catholic 
church in the greatest social work we know, her repre- 
sentatives in the finest charity that is known—her repre- 
sentatives in a work during twenty centuries which has 
stamped her with the character of divinity. 

The second point is the spiritual help to the patients, 
and this one is the most important of all. 

We have said that in the olden days men put a proper 
valuation upon the things of the body and of the soul. 
Today there is a tendency to exalt the material above the 
spiritual—riches, power, pleasure, rich food and drink, 
the theatre, the ballroom, an intensive life without serious 
thought or reflection—that is life in the world today. 
Then comes sickness, and a chance to stop and think. 
Men will go for years without ever stopping to think. It 
is only when they are down that they begin to reflect. 
And when a man is seriously sick, somehow his appetite 
for the pleasures of the world is not so keen. He thinks 
a little more of God and a little less of himself. He be- 
gins to see that there is more in life than chasing rain- 
bows. And then his Catholic nurse comes and treats him 
with kindly courtesy; she seems to be interested in him, 
she makes his case her own, she brings him wholesome 
literature, a Catholic paper or magazine, she introduces 
him to the Hospital Chaplain, she never preaches a ser- 
mon, just uses tact and diplomacy; she tills the ground 
cleverly, and with caution, she plants the good seed with 
helpful words and good example, and oftimes she rejoices 
in the harvest—a human soul brought back to God and 
to himself. Oh, the leisure hours of infirmity are golden 
hours of industry for a nurse. And what an industry it 
is—she overhauls the soul and helps to prepare it either 
for life or for death. She has the patient for a day where 
the priest or doctor has him but a moment. 

The possibilities of spiritual work on the part of the 
nurse are broad and varied. You will meet with men and 
women, rich and poor, saints and sinners, worldly and 
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otherwise. You will meet with those who will return to 
their accustomed life in the world—others will never leave 
their bed alive. For those who will live and those whe 
will die there is much that the nurse can do in a spiritual 
way—courtesy and sympathy go a long way—you can 
teach, urge, warn. You can lead and encourage and some- 
times frighten, but never threaten and scold. And what a 
consolation it must be to the Catholic nurse to stand by 
the side of a dying patient, to see the look of peace upon 
his features as his soul goes forth on that long journey to 
eternity, and to realize that through her efforts that soul 
will stand before the great white throne for all eternity, 
and be mindful of her. 

This brings us to the third and last point in our 
spiritual work with patients. We have seen that nursing 
the sick has a spiritual value for the Catholic Church—a 
spiritual value for the patient, and now we make bold to 
mention a third spiritual value which perchance was not 
to be included under the title spiritual work with patients 
—I refer to the effect of spiritual work with patients 
which reverts to the soul of the nurse. 


St. Vineent de Paul has left a standard and a motto 
for all who are engaged in helping others. He taught 
his followers to call those whom they were assisting their 
“honored masters”. I feel that only a Catholic can fol- 
low that standard. In pagan times it was unheard of. 
And even in our own time to adopt such a motto requires 
a deep and sincere appreciation of the spiritual in human 
life. What is the conviction in the mind of the man or 
woman who can call a poor beggar “his honored master” ? 
It is a belief based on the words of our Divine Saviour— 
“So long as you did it to the least of these, my brethren, 
you did it unto me.” And so we must strive to see in 
every patient under our care, be he prince or beggar, the 
image of God. We must remember that every patient who 
comes under our care reflects in his soul the image and 
likeness of our Creator, and therefore, our work for the 
patient is really work for God Himself. And, as a con- 
sequence, there comes to the soul of the nurse a blessing 
from the hand of God whom she is serving in His poor 
or in His affiicted children. In nursing the sick, therefore, 
we are carrying out the greatest business of life, which is 
to save our immortal souls. 


In conclusion, dear Sisters, I would urge that you 
give at all times the best that you have; nothing less than 
the best is worthy of you. If you are engaged in nursing 
work, let it not be imperfect in any way. If there is en- 
trusted to you the supervision of a hospital, let the service 
be of the best. Remember that you represent the Catho- 
lie Church in one of the finest fields of charity. Do not 
be satisfied with the conduct of your hospital unless it is 
standardized, for standardization means nothing more 
than care of the patient based‘upon moral obligation. If 
there is any group of nurses in the world that should give 
standardized service surely it is our Catholic Sisterhoods, 
for they above all others are conscious of the finer and 
better things in life, and they above all others are con- 
scious of the heavy moral obligation that rests upon those 
who have the health and happiness of fellow beings in 
their charge. Standardization, therefore, is nothing more 
or less than the fulfillment of a divine precept which bids 
us to prize our neighbor’s life as we prize our own. We, 
ourselves, would not be satisfied with imperfect or second 
rate care, were our lives in danger, and by that same 
token our Catholic Sisterhoods must not rest satisfied un- 
til they are sure that they are giving to the patient every 
care and comfort, and throwing about him every precau- 
tion that may be helpful to his ultimate recovery. 





Open New Hospital. St. Mary’s Hospital, at DeKalb, 
Ill., has recently been opened. 

Hospital Opened. St. Luke’s Private Sanatorium, 
New Orleans, La., recently converted from a school into 
a sanatorium, has been opened for use. In addition to 
thirty private rooms and suites, there are accommodations 
for one hundred patients. 
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LOUIS PASTEUR, FOUNDER OF BACTERIOLOGY. 
In Commemoration of His One Hundredth Birthday. 
Dr. Johann Grill, Department of Pathology, Marquette 
University, Milwaukee, Wis. 

On the 27th of December, one hundred years ago, this 
illustrious scientist was born on French soil. 

Thousands of people not only in his native land but 
all over the world will honor and reverence his name and 
will remember his work with gratitude; that work which 
contributed toward preventing the ravages of disease and 
brought relief to a suffering and ailing humanity. 














LOUIS PASTEUR. 


It is proper, therefore, at this time to review briefly 
the scientific development of Louis Pasteur and to recall 
with admiration the efforts through which he proved the 
nature of infectious diseases and developed means to suc- 
cessfully combat them. It was not easy for Pasteur to 
obtain credence and support for his revolutionary discov- 
eries from the conservative and skeptical scientists of that 
day. 

In his youth Pasteur interested himself particularly 
in the investigation of chemical problems. Through this 
work he gradually came to take up the study of the fer- 
mentative processes. Through original experiments he 
showed that boiling prevented the occurrence of putrefac- 
tion in fluids and thus experimentally disproved the long 
standing theories of “spontaneous generation.” He 
also found that organic substances will not undergo 
chemical changes when they are protected from external 
contamination in the air by the use of special apparatus. 
From this he concluded that in the atmosphere there was 
an unseen world of microorganisms which were the cause 
of fermentation and putrefaction. Through the researches 
of Pasteur on the fermentative processes the unknown 
world of the bacteria was opened for further studies. His 
investigations showed that there were various types of fer- 
mentation and that each one was due to a specific micro- 
organism. 

These results of Pasteur’s researches were not only of 
theoretical value to biologists but were made use of in 
practical medicine in curing and preventing disease. 
Under the stimulus of these discoveries Lister’s antiseptic 
treatment of wounds was introduced into surgery. 

When the work of R. Koch on the cultivation and 
morphology of bacteria was completed, and when in time 
the specific pathogenic microorganisms were discovered by 
other scientists (Eberth, Fraenkel, and Weichselbaum), the 
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true epoch of Pasteur’s immunological studies began. He 
was the first to attenuate bacterial cultures so as to permit 
their use as immunizing agents. This method artificially 
produces the common bacterial diseases in a lighter form 
(active immunity). To Pasteur belongs the great and un- 
challenged honor of having experimentally shown that the 
injection of organisms so attenuated as to produce in 
animals only a slight reaction results in a greater resis- 
tance or immunity to infection with the same organisms 
in virulent form. He first carried out this method of 
immunization in chicken cholera and then in swine 
erysipelas and anthrax. 

These results showed that the theoretical findings of 
his experiments were of great practical importance, and 
were the first and indeed excellent foundation for the 
science of immunity. Pasteur’s methods of immunization 
have proven an effective means in increasing the resis- 
tance of the body toward the various contagious diseases. 
Following his discoveries we now use prophylactic vacci- 
nation against typhoid, cholera, dysentery, ete. His 
methods were also applied with great success against the 
various infectious diseases of the domestic animals. 

His famous studies of rabies alone have made him 
one of the best known scientists of all times, not only 
among scientific men but also among the lay public of the 
entire world. In time institutions were established in all 
lands for the treatment and prevention of this dreaded 
disease, which were generally known by his name as 
Pasteur Institutes. He showed that rabies was an in- 
fectious disease of the central nervous system, and con- 
vinced of this fact he began in 1883 his experiments with 
the specific immunization therapy of rabies. He immun- 
ized dogs against the unknown virus of rabies and observed 
that an individual bitten by a mad dog could be success- 
fully treated during the incubation period, using emulsion 
of the spinal cord of rabbits treated with a special proce- 
dure. 

The fundamental achievements of Pasteur during the 
sixth to eighth decades of the last century were of in- 
estimable value to the advancing science of bacteriology. 
Pasteur also founded the doctrine of immunity, giving an 
unfailing scientific procedure for the prevention and com- 
bating of the various contagious diseases, in that way 
protecting humanity from annihilating epidemics. 





CLINICS HELD AT ST. JOSEPH’S HOSPITAL. 
TACOMA, WASH. 
Joseph P. Kane, M. D. 

On Sept. 8 and 9 was held in Tacoma the Clinical 
Congress of the American College of Surgeons, Washing- 
ton, Oregon, Idaho and British Columbia sections. The 
atmosphere was especially favorable for the meeting of the 
Congress, not only barometrically, for anyone familiar 
with the Puget Sound country concedes that, but chirurg- 
ically. The State Medical Association which had just 
closed its annual meeting, had tuned up the medical 
orchestra before doctors from all over the state, and even 
compelled a great public receptivity to modern health 
matters by inviting the public to an evening meeting at 
which the progress of scientific medicine was interestingly 
set forth. So when the distinguished directors and their 
associates from the north and the east stepped from their 
train the “warming up” was over and everybody was 
ready “to go.” 
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Our two fine modern hospitals, exemplifying in their 
appointments their faith in the credo of the College, were 
like well-prepared members of a confirmation class awaiting 


the approbation of the high priests. Our interest center- 
ing particularly in St. Joseph’s Hospital, we will observe 
as we pass with the groups of visiting doctors from one 
amphitheatre to another the clinical work presented in 
two busy mornings. 

Dr. D. H. Bell while doing a tendon tucking opera- 

tion and resection of the internal rectus for the correction 
of strabismus expressed regret that such cases were 
allowed to pass the sixth year without operation, when the 
hope of getting binocular single vision was brightest. 
In gynecology there was much interest shown in Dr. 
James A. LaGasa’s suspension operations for various de- 
grees of uterine prolapse. He urged a more frequent 
recource to episoitomy when deep tears are inevitable at 
childbirth, or, if they do occur, repair at the earliest time 
possible. “If not repaired,” he went on to say, “the con- 
dition usually progresses with numerous symptoms and 
complications, and some reach such an extreme proceden- 
tia as this third case. It is deplorable to operate on an 
old woman for such a condition when a few stitches 
properly applied and proper care at an earlier date would 
have prevented all. Episiotomy in cases where the head 
has been on the pelvic floor for two hours is much better 
for both child and mother. It prevents ragged irregular 
tears and difficult repairs, and also saves the child a great 
deal of trauma. Also when a tear is imminent an episio- 
tomy is certainly better obstetrics.” 

Dr. Ivan P. Balabanoff did a radical mastoid opera- 
tion. He stated that every ear running for a period of 
six months was a chronic otorrhea, and if there was evi- 
dence of bone necrosis must be treated radically. He 
mentioned that failure to obtain a dry ear after opera- 
tion was often caused by not exposing sufficiently the tym- 
panic and mastoid cavities so they could be viewed 
through the auditory canal. Also the eustachian tube 
must be curetted to the isthmus, thereby causing its ob- 
literation, so as to prevent reinfection from the pharynx. 
Finally, after operation, as time goes by, there is an ac- 
cumulation of wax and epithelial cells which will act as 

putrid foreign bodies if not frequently washed out. 

Dr. H. G. Willard showed a patient with complete 
brachial paralysis due to nerve injury caused by skull 
fracture and severe comminuted fracture of right humerus 
fourteen months ago. The paralysis included muscles 
supplied by the brachial plexus. The brachial plexus was 
exposed, the primary roots were intact, but a mass of scar 
tissue involved the secondary nerve trunks, extending be- 
low the clavicle. Not enough normal nerve tissue could 
be found to make an anastamosis, but the nerve trunks 
were split longitudinally in an attempt to release nerve 
tissue from scars. Although the prognosis for improve- 
ment in function was unfavorable, the operation was done 
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GOITRE CLINIC AT ST. JOSEPH’S HOSPITAL, TACOMA, WASH. 
Note—No retractors used. Skin flap—muscles—towels all held up 
and out of the way by spring clothes pin to Kocher rack above. 
as a last hope in an almost hopeless case. Dr. Willard in 
a ease of fracture of the tibia and fibula about the middle 
and lower third junction, demonstrated a method which 
he is employing in practically all fractures of the leg 
which require extension to maintain reduction, that is by 
means of the Steinman pin. He states as advantages: 
1. Ease of reduction and maintenance in proper position. 
2. Comfort; these patients have practically no pain, and 
are really not aware that there is a pin through the heel 
unless told. 3. Avoidance of shortening of the tendo 
Achilles and consequent toe-drop, which is a very com- 
mon ‘complication of fractures of the leg. 4 Leg can be 
inspected at all times and absolutely perfect alignment ob- 
tained. Technique: A slight incision was made through 
the skin of the heel and a hole drilled through the os 
caleis. The pin, slightly larger than the drill, is driven 
through the hole. The leg is put up in a Thomas splint, 
and weights of about 13 pounds applied. Extension with 
gradual reduction of weights is maintained for about four 
weeks, when the pin is easily removed and the leg put in 

a moulded cast. 

Dr. B. H. Foreman demonstrated the LaForce method 
of tonsilectomy in fifteen operations. He stated the oper- 
ation is universally applicable to all children under a 
general anesthetic, whatever the condition of the tonsils, 
and emphasized the following points in its favor; it is 
bloodless, or nearly so. If there is no bleeding at the 
time of the operation none occurs later as the powerful 
angiotribe effect of the instrument on the tissues posterior 
to the capsule of the tonsil effectually prevents it. No 
adrenalin is used so there is no dilation of the vessels 
later. No pump is necessary to clear blood or mucous 
from the throat during the operation Atropine, Gr. 1/150 








SISTERS AND SECTION OF SURGEONS ATTENDING A CLINIC AT ST. JOSEPH’S HOSPITAL, 
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to Gr. 1/100, is administered by mouth two or three hours 
before operation. The tonsil comes out in its entirety, no 
muscle or mucous membrane attached, and there is less 
reaction of the tissues, and only slight soreness following 
the operation. The anatomic results are almost perfect as 
shown by the examination months afterward, when from 
the perfect preservation of the pillars and the absence of 
sear tissue, there was nothing to show that an operation 
had been done save the absence of the tonsils. 

Dr. J. R. Turner transfused a patient by the Linde- 
man method. She had pernicious anemia, and had been 
transfused twice before with the usual temporary benefit. 
Dr. Turner said the value of transfusion in such cases is 
believed to improve the general condition and delay the 
fatal issue until a remission occurs. He explained that 
in this indirect method as advocated by Lindeman, the 
necessary instruments are six 20 ¢.c. syringes, two Linde- 
man needles, and two basins of tap water. The team re- 
quired is two doctors and two nurses. One doctor with- 
draws a syringeful of blood from the donor and hands it 
to the other who injects it into the recipient. The second 
physician gives the empty syringe to the first nurse. She 
gives it a partial cleansing and hands it to the second 
nurse who completes the rinsing and turns it over to the 
first physician. The six syringes are thus kept rapidly 
rotating. 

The basis of the method is the needle used, invented 
by Lindeman, which tightly fits within a canula. After 
the combined needle and canula pierce the lumen of the 
vein, the needle is withdrawn leaving the canula in the 
vein. No incision is necessary, but the skin is infiltrated 
with a few drops of novocaine. Dr. Turner believes that 
the syringe-canula method of transfusing unaltered blood 
has several advantages over the citrate method, amongst 
which is about 35 per cent less reactions (chill and fever). 
And it does not render more fragile the blood cells, de- 
stroy complement, reduce opsonins, and practically destroy 
the phagocytic activity of the white cells as has been 
found in the citrate method. Therefore the transfusion 
of unaltered blood is of greater value in anemias, in local 
and general infection, and marasmus in infants. Citrated 
blood might better be limited to the replenishment of an 
impoverished circulation after acute hemorrhage. 

Dr. J. B. McNerthney assisted by Dr. W. B. Me- 
Nerthney did five thyroidectomies. Dr. J. B. McNerthney 
has long been interested in the erratic and oftentimes mur- 
derous behavior of the thryoid gland whose victims are so 
numerous on the Pacific slope. During the operations he 
brought out many interesting facts, especially to those 
from non-goiterous sections of the country. He referred 
to the work done by Dr. Hall of the University of Wash- 
ington, who in an examination of 13,000 university stu- 
dents found goiter in 26 per cent. Dr. Hall has been col- 
lecting data since 1908 and thinks the water supply has 
an important bearing on the prevalence of this disease, its 
purity from our clear mountain lakes and rivers being 
almost equal to that of the still. Also Professor Kalkus of 
Pullman College and the work he has done in the state 
among domestic animals; the hairless pig and the still- 
born goiterous calf are the products of iodine deficiency. 

Dr. McNerthney from his study of goiter among the 
local Indians, the early white settlers and the Japanese 
who have come to our coast finds the condition very pre- 
valent among all but the latter race. In over twenty years 
of practice he has never seen nor heard of a case of thyroid 
enlargement among the Japanese. He believes this ex- 
emption is due to the wide and constant use in their diet of 
a sea weed, Laminaria Japonica, which in Japanese waters 
has an iodine content of 0.3 to 0.7 per cent. The variety 


found near the coast of America contains about 0.2 per 
cent, and, as we know, has no importance as an American 
food or flavoring. Our native-grown vegetables, too, have 
the merest trace of iodine, celery and lettuce each .001 per 
cent, potatoes and spinach a trace,and rhubarb .0005 per 
cent. 
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Technically, Dr. McNerthney showed the ease with 
which the nervous cutaneous colli may be reached by the 
anesthetizing needle at the intersection of two lines, one 
dropped from the center of the mastoid process, the other 
passing backward from the mental protuberance of the 


maxilla. Among other developments of his which facili- 
tate goiter work is the forceps with a lateral slit or loop 
by means of which gauze strips attached by spring clothes- 
pins to the Kocher rack above, keep the field clear of the 
sectioned muscles. 

Cystocopic examinations by Dr. H. Argue; a cancer 
of the hand operated on by Dr. S. L. Blair; an amputa- 
tion following a crushing injury by Dr. R. C. Schaefer, 
also Posterior gastro-enterostomy for duodenal ulcer and 
other surgical procedures filled in two busy and profitable 
mornings. . 


A public evening meeting in our largest auditorium, 
through the generous interest of the press and the activity 
of the local committee, was filled even to standing space. 
Everyone seemed keenly interested in the splendid pro- 
gram devoted to preventive medicine and the better treat- 
ment of the sick. Dr. Franklin H. Martin, Director Gen- 
eral of the College, spoke on “The Meaning of the Ameri- 
can College of Surgeons to the Public.” He dwelt on its 
ideals and the forces activated for their achievement. He 
emphasized its non-exclusiveness, requiring of its mem- 
bers only the ability to do good surgery and maintain an 
honest attitude towards the patient. Dr. Malcolm T. Mac- 
Eachern, of Ottawa, gave the public a clear understanding 
of “The hospital standardization program of the American 
College of Surgeons.” He compared the hospitals of a 
few years ago with the present well-equipped institutions 
which awaited the utilization of patients and their doctors. 


“What the public should know about cancer,” was the 
contribution of Robert E. McKechnie, M. D., C. M., of 
Vancouver, B. C. As he arose before the large represen- 
tation of our citizens, he began in his easy, dignified way, 
“IT stand before you a Canadian. But you know that our 
boys helped your boys to win the war.” Good-humored 
understanding arose from this sally, and he soon had his 
audience away from the war with its wasteful sacrifice of 
thousands to the wasteful sacrifice of the many thousands 
who drop out of their places around us every year from 
cancer. Clearly and impressively he conveyed in simple 
language to his attentive listeners the story of cancer and 
our defensive measures against it. 


Dr. Frederic A. Besley, Professor of Surgery, North 
Western University Medical School, in his address, “Ex- 
perimental Medicine” told of the emergence of truth 
through experimentation, and he shot some telling darts 
into the usually benign sentimentalists, who, however, 
break out into malignancy in their indirect efforts to de- 
stroy human life. In an allegorical reference to the in- 
effectiveness of jacking up the rear axel of a Ford and 
shaking it about for spark plug trouble, the analogy to 
one of the newer systems of treatment was appreciated by 
the audience. Rev. C. B. Moulinier, S. J., President 
of the Catholic Hospital Association, in his address, “Bet- 
ter Hospitals,” stated that while his main interest was in 
the human soul, the healthy body and all that went to 
keep it so was of great importance in his work. He im- 
pressed the audience by his reasoning on the greater care 
and attention a patient must necessarily receive both from 
his doctor and the hospital when everything bearing on his 
illness is made a matter of record. 


“Modern Public Health,” an address by D. A. Craig, 
M. D., Halifax, N. S., closed the program. The listeners 
might well be almost satiated at the heel in an evening of 
so many facts and figures ranging round one subject. If 
so ‘they didn’t show it, and they certainly sat up as though 
stimulated by a cup of black coffee when Dr. Craig charged 
into his subject. He had the verve and humor to send 
them away with a smile, but beneath it they carried home 
thought which would germinate for many seasons to come. 
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THE MALE NURSE. 
Randolph Vaudreuil, R. N., Graduate St. Elizabeth’s Hos- 
pital, Chicago. 

The development of industrial nursing, and of emer- 
gency hospitals and first aid departments in connection 
with the manufacturing plants, open to the male nurse a 
wide sphere of usefulness in a field for which he in many 
ways seems better fitted than does the female nurse. 
Whether the attractive openings in this field will greatly 
increase the number of young men offering themselves for 
training remains to be seen. At present the heads of 
welfare departments in a great many large factories much 
prefer to employ male nurses when they can get them. 

Experience gained in teaching young men during the 
World War showed that a great many of them had a real 
aptitude for the work of a nurse, and the training they 
received will undoubtedly prove valuable throughout their 
life, even though few of them may definitely decide to 
follow nursing as a regular employment. 

Certainly the hospital that has a corps of male nurses 
duly entered for training has an asset of real value. Free- 
dom from dependence on the uncertain type of man who 
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has served as an orderly means more to the hospital than 
any one can realize who has never had experience with a 
class of male nurses. 


To the male nurse himself who spends two years in a 
hospital school, while his field is much more restricted 
than that of his sister nurse, yet it has many advantages. 
He is fairly sure of work with good pay even in times of 
panic and unemployment, and wherever his lot in life may 
be cast. He is self-supporting while acquiring skill, and 
his training has often been a stepping stone to the study 
of medicine or dentistry. 

In the industrial plants he usually has wholesome 
surroundings with comparatively short hours, and can 
have a home of his own. . 

We have witnessed the steady invasion of women into 
fields long occupied by men. While the best paying posi- 
tions in nursing will continue to be held by women, the 
multiplication of first aid dispensaries in connection with 
manufacturing concerns certainly opens up a wide and at- 
tractive field for men nurses that should act as an induce- 
ment to seek training along these lines. 


Idle Thoughts — Mostly about Residents 


Robert A. Kilduffe, M. D., Pittsburgh, Pa. 


A good slogan is: There is always a reason why. It 
may not always be possible to find it—but something will 
be learned in the attempt. Nothing happens “just be- 
cause.” 


* - 
Another: The findings in a case are only of value in 
so far as they are intelligently interpreted in relation to 
that individual patient. 


* 7 
One more: The six most important things necessary 
to the successful practice of medicine are not taught in 
any medical school—they must enter with the student: 
The utilization of his five senses—sight, hearing, touch 
and what-not, and common-sense. And the greatest of 
these is the last! 


aa . 
Good operators are numerous; good surgeons not so 
many. Between technic and judgment the wise man 
makes a quick choice. 


The size of a hospital is not always a true indication 
of its value to a resident. Twenty cases carefully studied 
are much more informative than two hundred hastily 
glanced at. 


* * 

It’s much better to have ten individual patients all 
suffering from pneumonia than to have ten “cases of 
pneumonia”—much better for everybody—including the 
patients. 


Some day—about two jumps ahead of the millennium 
—some medical school will call the attention of its stu- 
dents to the fact that a doctor is a business man with 
something to sell—his specialized training and ability to 
achieve certain things. 


The next step will be some elementary instruction in 
how to conduct the business along business lines; how, 
why, and what to charge and how to try and collect. Just 
about that time, more than likely, some one may bring up 
the question of ethics and so forth, which brings to mind 
that a certain cynic once defined ethics as “a system of 
conduct devised by the older men to be followed by the 
younger.” Occasionally there seems to be something in 
it. 

7 * 

Some men pride themselves on hardly ever sending 
out bills—“just once a year, anyway”—overlooking the 
fact that their own come to them quite regularly. 

It sometimes seems strange that the greater part of 
the business instruction a young doctor gets comes from 





the “literature” of manufacturers of filing cases—and 
is more often purchased at rather high rates from experi- 
ence. 


+ . 
It isn’t what is on the books but that which is in the 
pocket which pays the bills; only collections draw interest 
in the bank. 


™ * 

To many residents specialism is the ultima thule of 
their immediate ambition—but there is an old saying 
which says something to the effect that many a man is so 
busy reaching for the moon that he overlooks a six-pence 
in the dust at his feet—and six-pences are not to be alto- 
gether despised. 


* 7 
The first step in the erection of a sky-scraper is the 


construction of a solid foundation. 
* . 


The specialist concentrates his attention upon only a 
part or a single mechanism of the human body—but no 
part and no mechanism can be entirely and successfully 
isolated from all the others which go to make up the 
whole. The best foundation for specialism is a broad 
general knowledge. The internist must know enough sur- 
gery to recognize a surgical indication; the surgeon must 
know enough medicine to distinguish a medical from a 
surgical condition. There is nothing, also, to prevent a 
medical case from developing a surgical complication and 


vice versa—and so it goes. 
* . 


The specialist knows most about his chosen field—but 
he must also know something about all. There is no part 
of the body about which a ring can be drawn completely 
separating it from all the other parts. 


The best specialist was, first of all, a man of good 
general training. 


_ * 
Tf a diagnosis can be made the treatment follows as 
a matter of course. If a man really knows what is the 
matter with his patient it doesn’t matter how little he 
knows of therapeutics: his brains and his common-sense 
will indicate the intelligent treatment of the condition. 
* > 


Diagnosis, in essence, consists in the observation and 
recognition of certain phenomena in the patient, the recol- 
lection that similar phenomena occur in certain condi- 
tions, and the intelligent co-relation of these facts. 
Neither are of avail alone; both are necessary. It isn’t 
enough to merely look at the patient—you must see him. 
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A MAGAZINE RACK FOR THE NURSES. 
Herman A. Felder, Pathologist, Providence Hospital, 
Everett, Wash. 

We believe it would be highly profitable for our hos- 
pitals to attempt to divert a part of the nurses’ attention 
from the light popular magazines toward the professional 
journals. This should be made rather easy by furnishing 
them with a list of well selected current periodicals cover- 
ing the field of medicine, of nursing and of hospital man- 
agement. As it now stands the nurse is far too well 
supplied with the fiction and photoplay magazines and 
rarely is offered a professional or scientific journal. 

She should have available representative journals of 
three types—medical journals, nursing journals and the 
journals devoted to hospital problems, and she should be 
encouraged to turn to them when reading for pleasure, for 
entertainment and for instruction. In classwork frequent 
use could be made of them, by assigning given articles for 
reading by the entire class, or articles to be read and 
later reported upon by individual students. Thus the 
curriculum could be augmented and refreshed by some 
systematic study of current literature. This idea in edu- 
cation is not a new one. Graduate nurses and sisters 
should, too, be invited to give attention to such magazines. 

The magazines may be kept in racks, much as they are 
in the public libraries, and in a room open to all; possibly 
the classroom or the nurses’ reading room or the library. 
A nurse might be detailed to see that the books are kept 
in order in the racks, and not removed from the room, and 
that old issues are taken from the racks and filed away. 
We believe that a large part of the success of this plan lies 
in keeping only the latest and freshest issues in the rack 
and the older issues piled out of immediate reach. This 
makes the racks more attractive, for the reader knows 
that he is getting the latest issue, and not one he had in 
his hands a month ago. 

A selection of journals for the nurses’ periodical rack 
should include at least two of each of the three classes; 





possibly from a selection like this: 
1. Medical Journals. 

The Journal of the American Medical Association. 

The Journal of the Diseases of Children. 

The Southern Medical Journal. 

The state medical association journal of the state 
wherein the hospital is located. 

2. Nursing Journals. 

Trained Nurse and Hospital Review. 

The American Journal of Nursing. 

Canadian Nurse. 

3. Hospital Journals. 

Hospital Progress. 

Hospital Management. 

The Modern Hospital. 

Twenty-five dollars a year will cover the cost of an- 
nual subscriptions to six or seven of these publications. 
This is ‘a modest sum and could well be doubled by many 
hospitals, thus securing a more varied list of periodicals. 
Possibly some hospital staffs, generously inclined, could be 
induced to furnish this annual subscription fee, a happy 
way of expressing their good-will toward the nurses. 
Nurses’ alumni societies might, too, be interested in the 
matter. Certainly the modern hospital can in some man- 
ner provide their nurses with this needed literature. 

THE CARE OF THE SICK DURING THE THIR- 
TEENTH CENTURY. 
Brother Michael Barrett, O. P. 

The thirteenth century, proclaimed ‘by many, the 
greatest of centuries, not only engaged in the uplifting of 
the higher sciences, and the solving of the problems of 
higher and scientific education; but it also strove to im- 
prove the social conditions of humanity by an organized 
care of the sick and afflicted. This movement was carried 
on by two general agencies, namely, guilds and hospitals. 
Guilds were voluntary associations for religious, social 
and commercial purposes. The guilds were of two kinds— 
merchant and craft. The merchant guilds became identi- 
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cal with the municipality and provided abundantly for 
the care of the sick and impoverished. The craft guilds 
provided lavishly, old age and sick pensions, through 
wealthy aristocrats who took sick persons into their homes 
and through physicians and nurses who have their ser- 
vices free of charge. The hospitals, of course, were the 
principal institutions in which the care of the sick was 
carried out on a large scale. 

All honor to the Catholic Church, our light, our guide, 
our mother, who, throughout the history of the world has 
saved suffering humanity from the deluge of corruption; 
who has known how to mould and cement together in a 
fitting manner, the gross elements placed under her guid- 
ance. All honor, and glory and praise to her, and to her 
Princes of the thirteenth century, the Popes who founded 
a hospital system which has endured to our own day. It 
will be more or less of a surprise to the generality of 
people to hear that this great universe of ours owes such 
a debt of gratitude to one of the Pontiffs of the Church— 
Pope Innocent IIT. It was he whose fatherly vigilance, 
een foresight, and simple charity saw the need of such 
an institution. He who desired to ‘raise the Papacy to a 
great political power in Europe, was the executor and 
founder of a plan more far-reaching to social good than 
any other movement of the Middle Ages. 

The word “hospital” is derived from the Latin word— 
hospes—meaning a guest; hence, hospitalis—hospitable; 
and hospitium—a guest house. Originally, hospital signi- 
fied a place where strangers and visitors having no other 
accommodation, remained. In the course of time such 
places were restricted to the care of the sick. We may 
define it as an institution whose scope embraced the care 
of the sick and wounded, of those afflicted with various 
acute diseases, and especially the care of the poor and 
deserted sick. In the thirteenth century as now, the 
typical hospital represented a natural human solicitude 
for suffering, inspired by Christian charity and made 
efficient by medical skill conducted by many faithful 
Sisters and nurses. 

Thirteenth Century Developments. 

During the thirteenth century, the Crusaders began 
to migrate to the towns. which of course, in a very short 
time became thickly populated. In the country where 
people were scattered, sickness and disease were not notably 
prevalent, but when they took up their residences in the 
towns, and the people came in closer contact, the in- 
evitable result was the more rapid spread of sickness and 
disease. Pope Innocent ITI, the reigning Pontiff, saw that 
something had to be done and that as quickly as pos- 
sible. His flock was suffering needlessly. His remedy by 
which the sick were to be cared for in an easier and more 
skillful manner was the hospital. As Rome was the 
center of all Catholic activities, it was fitting that the 
capital of Christianity contain the model hospital of the 
world. Pope Innocent immediately set about its founda- 
tion. : 

After giving the movement due consideration and 
having been enlightened as to its proper guidance, he 
summoned a certain Guido or Guy as he was called, from 
Montpelier, a university city in southern France, and 
founded for him the hospital of the Holy Spirit in the 
Borgo, situated near the Vatican, where it can be seen to 
this day. This was the mother hospital of the present 
hospital system throughout the world. Foreign Bishops 
and influential visitors to Rome saw and admired the 
wonderfully planned similar institutions for the care of 
their sick and wounded, the neglected and forlorn, and 
rendered to them succor, which to this day has been a 
chief characteristic of Catholic life. This humanitarian 
movement flourished probably until about the sixteenth 
century when many hospitals in England were confiscated 
and turned into prisons. 

It is difficult to say how many institutions of this 
kind were erected in Europe. Without doubt the num- 
ber is very large. In Germany, as Virchow in his his- 
tory of the foundation of the German hospitals tells us: 
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“In over one hundred towns of over 5,000 inhabitants 
each, there were erected hospitals of the Holy Spirit 


modeled after the mother hospital at Rome.” We can 
safely say then, that every large town contained at least 
one institution for the care of the sick. 


The English Hospitals. 

With regards to other countries it is still more diffi- 
cult to mention the number of places where hospitals on 
the model of that at Rome were established. France and 
Italy, Christian countries, in such close contact with the 
Holy See, must have promoted the movement to a large 
extent, but little is known of it. In England this move- 
ment for the welfare of mankind was started and con- 
tinued on as large a seale as that of Germany. Records 
referring to those of London mention St. Bartholomew’s 
Hospital, originally a priory, founded in the twelfth cen- 
tury, but at the beginning of the thirteenth remodeled to 
care for the sick. Others of note were those of St. 
Thomas, Bethlehem, Bridwell and Christ’s Hospital. 
These five are called the Royal Hospitals of London. 
Bethlehem, or “Bedlam,” became a hospital for the in- 
sane, although during the thirteenth century there was not 
such a great number who were mentally afflicted. 

Virchow, in the above mentioned work estimates with 
lavish praise the influence exerted by the Vicars of Christ 
at that time. “The main cause,” he says, “decisive in 
influencing and arousing interest of the people of the time 
in the hospitals of the Holy Ghost, was the papal en- 
thusiasm in the matter. The hospitals of the Holy Ghost 
were one of the many means by which Innocent III 
thought to bind humanity to the Holy See. It had its 
effect, for was it not calculated to show how the mighty 
Pope who humbled emperors, and espoused kings, who 
was the unrelenting adversary of the Albigenses, turned 
his eyes sympathetically upon the poor and sick, sought 
the helpless and the neglected on the streets and saved 
the illegitimate children from death in the waters? 

“There is something conciliating and fascinating in 
the fact that at the very same time at which the Fourth 
Crusade was inaugurated through Innocent III’s influence, 
the thought of founding a great organization of an essen- 
tially humane character to extend throughout all Christen- 
dom, was also taking form in his mind; and that in the 
year 1204 in which the new Latin Empire was founded in 
Constantinople, the newly erected hospital of the Santo 
Spirito was blessed and dedicated as the future center of 
the universal humanitarian organization.” 


The Hospital of Santo Spirito. 

It may be well to give a few details of this model 
hospital. It can easily be seen that the Hospital of the 
Holy Ghost was not only a spacious building but it was 
carefully planned. The architecture was done by skillful 
men who knew their business thoroughly; and who looked 
into the smallest details before the building was erected. 
The main ward was something over four hundred feet in 
length, and forty in width, spacious indeed, compared with 
hospitals of the present day. An abundant supply of 
light and fresh air was afforded by numerous windows 
which could be opened or closed from the bottom only, 
the upper parts being fastened. Balconies were built so 
that patients could exercise by walking to and fro. 
Another reason for these balconies probably was that dur- 
ing inclement weather they would not be obliged to go 
out doors. In the center of this ward a cupola was added, 
supported by richly ornamented pillars. But the grandeur 
was not left to these columns alone. The walls were 
frescoed, beautiful paintings adorned the place, the work 
which was done by the best of artists; and armorial 
pendants neatly decorated the walls. 

This hospital contained one thousand heds. Many 
hospitals, however, cared for but small numbers, varying 
from seven to twenty-five persons. If larger institutions 
were to be erected, architects were procured and the build- 
ings were constructed on a much larger scale. Hospitals 
were generally built on the banks of rivers and indeed in 
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one hospital a river flowed directly under the institution. 
In others, streams flowed through the large dormitories. 


Function of Medieval Hospitals. 

Now the main object of hospital institutions was to 
give relief. All clases were to be received in the spirit 
of Christ’s statement, “I was a stranger and you took 
Me in.” As far as can be ascertained, the best that could 
be afforded was given to the patients. This consisted in 
the main of nursing, food, rest and religious instruction. 
No limit was placed on the food, which was the best that 
could be procured. Fresh meats were served three times a 
week, and to those unable to digest meat, jelly was given. 
The very weakest were served with the most delicate of 
dishes. In some institutions patients were never left 
without an attendant. Rebukes or scoldings were at no 
time permitted to be given. If a patient grumbled about 
food, the attendant in charge was to correct sweetly or 
bear the grumbling patiently. “Dogs and fools and female 
scolds were to be kept away from the patients lest they 
be worried or bored.” The beds were of a certain 
length and breadth. The coverings were to be changed 
frequently, and exact cleanliness was demanded. Beds 
for children were kept of different sizes. If mothers of 
newly born infants died, the babes were cared for up to 
an age varying from seven to ten. At some hospitals, 
however, foundlings were not received; the statutes of 
the Hotel le Comte, at Troyes, declared that their main- 
tenance was a function of the parish churches. 


Religious instruction and consolation was given the 
patients in abundance. On seeking admission to the 
hospitals, patients went to confession and received Holy 
Communion in order that spiritual relief to the soul 
might also give peace of mind to their bodies. Chapels 
oceupied the large dormitories, and the altars were ele- 
vated so that the sick could follow the celebration of Mass 
in comfort. Visitations were made faily by the priest, 
and those wishing to communicate could do so. A custom 
prevalent today, was carried out in medieval times, name- 
ly, priests in vestments assisted by two attendants’ with 
lighted candles went from room to room daily to render 
religious consolation. 

Nursing and General Service. 

Day nurses were to be in goodly number, and special 
care was rendered at night. Patients were well protected 
from the cold, and were supplied with heavy clothing and 
footwear if they had occasion to rise. Practically every- 


thing we have today in our modern hospitals can be noted 
in those of the medieval period. But above all things, 





most striking was the atmosphere of peace and divine 
charity reigning supreme as the eagle on the summit of a 
mountain. There the kind and gentle nuns and nurses 
silently labored, with no compensation from men. Theirs 
was a heavenly work. Toiling in the vineyard of the 
Lord ever calm, smiling and cheerful. Passing from bed 
to bed whispering loving words of consolation and hope 
to the sick and dying, feeding a helpless inmate, now 
ministering to a powerful man stricken in the prime of 
life. And today as then, they continue this toilsome 
labor, except that their numbers have greatly increased. 


Treatment was given free, and we wonder at this 
period, how these faithful religious managed to meet ex- 
penses. Generally, such institutions were financed from 
the assistance they received from outsiders. In many 
instances, priests were obliged by their bishops to con- 
tribute liberally to the upkeep and support of these heaven- 
ly messengers. The laity also rendered much assistance 
by supplying beds, heating material and lighting instru- 
ments, and also food for the table. Each hospital had 
its own endowment such as lands, farms, vineyards and 
forests. The revenues received from the sale of produce 
from these places, often were taxed and with this supply 
they managed to progress. 

Another form of hospital is found among the insti- 
tutions for the care of the sick during the thirteenth 
century. This was the lazar house. The lazar house did 
not differ from the hospital proper, except that lepers 
were carefully segregated from the other buildings, on 
account of the nature of their disease. No cure was 
attempted. As a rule, leper houses were on the outskirts 
of the towns, isolated as far as possible from all habitation. 
This malignant disease was considered a chastisement 
from God. Many of the lepers themselves formed a part 
of the religious communities, attending diligently to the 
offices of brothers and nuns. They remained in these 
houses until the hand of death should take them before 
their Lord and Creator. The feeble-minded also had a 
special house. These were not strictly speaking, called 
hospitals. Insanity was very rare in the Middle Ages, 
far more so than it is today. 


We have seen hospital life of the thirteenth century, 
only in a few details. It is worthy of further study and 
admiration. Many conveniences we see today in our 
modern hospital, had their place in the hospitals of the 
thirteenth century. Due praise must be given to the 
Catholic Church, the Religious orders, and especially to 
that grand and eloquent Prince of the Church—Pope 
Innocent IIT. Nor must we slight the nurses of that 
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period who fulfilled their duties in a manner worthy of 
the Catholic ideal. They possessed the qualities which 
should be found in a successful nurse. Their hearts and 
their minds were with their work, and the half Holiday 
was unheard of. Theirs was a profession, noble, yes, one 
of the noblest vocations a person might aspire to. In a 
word, they took the place of mothers to their patients. 
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SERVICE TO OTHERS. 
You may say it with Professional dignity, 
but do you realize its full face value? Did you ever 
take that word and measure it ?—weigh it? I do not 
mean with a tape-measure and scale—but merely look 
at it from all points of view! Did you ever compare it 
with a Diamond? Oh! I see you shrug your shoulders! 
you don’t believe it could be possible. But now we shall 
travel over the flights of fancy to the world of the real 
light of a “nurse”. There in the fairy foreland of a life 
of one, who is always doing for others; we shall pause 
for a few moments. You say, she is being well paid! 
Can all the gold in the universe, cause you to cut your 
life ten, twenty, probably twenty-five years shorter? Yet 
she is doing that very thing! Money! How could you 
compare it to a Life? A Human Life? 

How about the parched lips she cools, and as death 
is grasping hold of one hand, calmly she stands by, 
holding the other, as if to draw back to this world the 
life in question. 

How about the many things she does she is not 
required to do? I say, is not required to do! Yet she does 
them over, and over again, all because she realizes the 
importance of her position of “Service to Others.” 

Let us in imagination gather around the Diamond. 
Do you see from one angle the rays of yellow light it 
casts out—from another angle a bluish ray—at another 
angle a ray of pure white? So also is the life of a “nurse” 
able to cast out her lights of different shades. 

One is a representation of a word spoken in a gentle 
voice, another a soul she helped to save, and so on each 
representing its true faithfulness of service to others. 

Then can you still say, she is not a diamond set in a 
beautiful Tiffany setting of life, engraved by the lives 
entrusted to her hands? 

In the future when thinking of a nurse, think with 
reverence as it were, in honorable behalf of a life given 
in “service to others”. 

God helps those who help themselves. How much 
more wouldn’t He, doesn’t He, help those who are con- 
stantly helping others. - 

Helen M. Klingler, St. Joseph’s 
Hospital, Keokuk, Iowa. 


THE NURSES’ TRAINING COURSE AT HUBER 
MEMORIAL HOSPITAL, PANA, ILL. 
Following is the time allotment for the theoretical 
instruction and classwork of the’ three years’ nurses’ train- 
ing course at Huber Memorial Hospital, Pana, Ill. 
HospitaL Procress is indebted to Sister Marie Im- 
maculate Conception for the outline. 


Probationary Period. 


“Nurse”. 


Practical Nursing, Hygiene and Sanitation...... 50 hours 
Materia Medica (including Solutions).......... 10 hours 
Ethics and History of Nursing................. 20 hours 
De ee errr rere 10 hours 
EEEE Soa knoe Duswesl te desekecsevenaneeee 10 hours 
First Year. 
Anatomy and Pheslelegy. .......cccccccccececas 50 hours 
Bacteriology and Urinalysis.................0+: 15 hours 
Principles and Practice of Nursing............. 60 hours 
Ng ere rere 10 hours 
CO. cis ackcaeaadienecoeews onsen 25 hours 
Sd ental erase hese sdk ania setGs ae durvamnmat 10 hours 
NE re cc cccdeaises ese bhasean 20 hours’ 
Second Year. 
REE he5s 51, sie andig bbe Cau cake ee buWde do dulaee 80 hours 
NN sci cid canada’ A OUR SAMA w dda eae eee 10 hours 
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Obstetrics 
Operating and Obstetrical Room Technic........ 
Practice of Medicine (Communicable and Mental 


CE anctatiereen tubbaa eink eed awn se aee 40 hours 
Infant and Children Diseases................+. 80 hours 
rere 5 hours 

Third Year. 

Be, Tee, 2eeNe GRE TORE... c cccccccccccccoses 10 hours 
i ST Sancctchuveccacacekanesecced 20 hours 

DE. ciisvlbcinie sh asecesawessedsenens onel 10 hours 
History of Nursing, Professional Problems...... 55 hours 
os nec cu dene ae beowneée eel 10 hours 
grat tebe opeeedensensedéeend 5 hours 
Record keeping (Optional)...............e0085 10 hours 


THE NURSES’ NEW YEAR. 
The morning rings a bright New Year, 
As o’er the hills of Time 
The echoes of the old year die; 
Its actions left behind. 
Weal or woe, whate’er it brought 
And what we gave or took; 
The record’s there, and praise or blame, 
Is sealed within Life’s Book. 


The New Year’s here, and this it means 
To nurses one and all: 

We stand arrayed with Truth and Right 
To tread where Duty’s call 

Shall lead her willing Helpers on, 
In service that we love, 

We see in suffering man, our God 
And Saviour from above. 


New chances ours in darkened lives, 
Forlorn and sad indeed, 

To heal the wounds which time has made 
And be a friend in need; 

Somebody’s mother needs our care; 
Somebody’s sister, dear; 

Somebody’s father broken down; 
Somebody’s brother is here. 


Their lives, their souls, are in our care; 
God’s watching all we do, 
And when the sands of life are run, 
He judges me and you; 
Then will each service rendered here; 
Each glass of water given; 
Each New Year’s deeds to better man; 
Re-echo up in heaven. 
—Anna Grassle, ’20, St. John’s Hospital and Training 
School for Nurses, Springfield, Ill. 





Nurses Head Procession. Seven nurses formerly con- 
nected with the army, five of whom were graduates of 
St. Joseph’s Hospital at Paterson, N. J., headed the New 
Jersey delegation in the parade of 6,000 war veterans 
assembled at the fourth annual convention of the Ameri- 
can Legion at New Orleans. The nurses were guests at 
the New Jersey banquet held at the hotel. 

Receives Diploma. Sister Mary Agnes of Holy 
Rosary Hospital, Ontario, Ore., recently received her 
diploma as laboratory technician. Sisters Mary Josephine, 
Jane and Gertrude received their state certificates having 
successfully passed the requirements of the state. 

Eight-Hour Day. The problem of the eight-hour 
day has been successully solved at Holy Rosary Hospital, 
Ontario, Ore. The change to the eight-hour day was made 
in 1921 and the hospital has been more than repaid by 
the results attained. Under the new plan, the nurses 
have adequate time for classwork, study and recreation 
and there has been noted an absence of that extreme 
weariness at the close of a particularly busy day. 

Hospital Gifts. St. Peter’s General Hospital at New 
Brunswick, N. J., has been presented with several gifts 
in the form of 590 books, a chemical table for class use 
and a vegetable drug cabinet, all presented by Mr. and 
Mrs. F. B. Kilmer, parents of the celebrated poet, Sergeant 
Joyce Kilmer, killed during the late world war. 

Change in Personnel. Miss A. Hogan, for four years 
superintendent of the training school at Holy Cross Hospi- 
tal, Salt Lake, Utah, has resigned to take a long rest. 
Miss Hogan’s place has been filled by Sister Mary Alfreda. 









































Flooring in Hospitals 


An Important Study of the Necessary Qualities of Hospital Flooring Materials. 


At the beginning of this survey a questionnaire was 
developed in collaboration with architects, hospital super- 
intendents and manufacturers of flooring material that at- 
tempted to visualize the needs of hospitals and to secure a 
composite evaluation of the pertinent requirements of 
various types of hospital service. 

The results of this questionnaire were far from satis- 
factory. Out of the number sent, approximately 1,700, 
ten complete replies were received, with a total response of 
not to exceed twenty-five. Most of the replies expressed 
an absolute ignorance of the individual as to the basic 
requirements of the ideal floor or floors and how to ob- 
tain them. However, the expressed evidence of interest in 
the result of the study but emphasized the need for the 
analysis. 

By reason of the failure of the questionnaire to pro- 
duce a volume of replies that would warrant it being con- 
sidered the composite opinion of the hospital field, it was 
felt after consultation that some means of formulating an 
opinion and basing recommendations should be developed. 
To that end the committee developed «a series of laboratory 
tests, the results of which are included in this report and 
in the exhibits accompanying it. The results of some of 
these tests cannot be graphically illustrated, and an in- 
spection of the exhibits is prerequisite to a thorough un- 
derstanding of the recommendations. 

It first of all must be definitely understood that the 
committee does not presume to suggest that the most ideal 
laboratory tests are all-conclusive. After all, the true test 
of any commodity is the actual service that it renders 
under normal conditions of service. These laboratory tests 
are the result of considerable thought and attempt to de- 
termine in an approximate way only the various relative 
properties of all of the floor samples submitted. The de- 
tail of the tests are as follows: 

Test No. 1—ABRASION. 

The purpose was to ascertain the relative wearing 
quality of samples submitted. Comment may be made 
that the test is more harsh than the usual floor will re- 
ceive under normal wearing conditions. However, in view 
of the fact that all samples were submitted to identically 
the same test, comparisons are fair. 

The procedure of the test was that the sample was 
mounted on a firm foundation and submitted to an emery 
wheel without pressure other than the pressure of the 
wheel, for a period of five minutes. 

Test No. 2—RESISTANCE TO PRESSURE. 

None of the socalled hard type of floors were sub- 
mitted to this test. The purpose was to determine the 
degree of pitting under average hospital service. 

The procedure was that samples were placed on a 
firm foundation and had applied to them (under fifty 
pounds of pressure), a metal surface similar to that used 
for protecting table and chair legs, for a period of thirty 


days. 
Test No. 3—FIRE RESISTANCE. 

The purpose was to establish how the material would 
stand up under the very common practice of throwing 
lighted cigarettes on the floor. 

Completely lighted cigarettes were placed on the 
sample and permitted to burn out entirely. 

Test No. 4—ABSORBENCY. 

The purpose was to determine the condition of floors 
after usual cleaning procedures for a period of time. 
There is a certain group of flooring material that if 
examined at the base after a year or so of service will 
evidence a degree of filthiness due to absorbency of mop 
hee that would absolutely preclude their use in a hos- 
pital. 

The procedure was to weigh the sample carefully on 
an accurate scale, immerse completely in water for 





‘The present abstract is taken from the complete report of 
the Committee on Floors of the American Hospital Association, 
presented at the Atlantic City Convention by Mr. Frank E. Chap- 
man, Chairman, 
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twenty-four hours, remove from water and immediately 
weigh, and re-weigh at five day periods for fifteen days, 
indicating the percentage above normal at each weighing 
period. 

The following table in this column indicates the 
results: 

Test No. 5—ACID AND ALKALI RESISTANCE. 

This test is self-explanatory and the purpose self- 
evident. 

Samples were submitted to application of concen- 
trated nitric, sulphuric, hydrochloric, oxalic and acetic 
acids. No attempt was made to remove solutions applied. 

Test No. 6—STAINING. 

The purpose and desirability of this test are equally 
as evident as test No. 5. Floors were submitted to ap- 
plications of hot grease and blood for staining and appli- 
cations of methylene blue, carbofuxine and iodine to show 
capillarity and absorbency. 

Superficially it would appear that a discussion of 
floors should take into consideration only the commodity 


1. Moisture Absorbing Qualities of Floors. 


In- 
crease Fif- 
n Five Ten teen 
Weight Days Days Days 
24 hrs. 
FT BRORRERD occccscccccceccees 6% eee 
10 Alundum art tile............. % 4%4% 444% tN 
17 Linoleum — household (Arm- 
strong EE civeacens eenceganoedecaee 


22 Asbestone . 
39 Terrazzo 










41 Carborundum floor tile 5% 1% 1% tN 
50 Duratex 5% Or. ebgenwws adwedias 
GB COppetteh® ccccccccccccccce 6% iT weestessenseenes 
56 Crescent Cork tile flooring... 3314% GUE  wécaueed seenceoe 
57 Linoleum — inlaid (Arm- 

GEBORE) cccccccccccccccecece TEE 60s000eud cecetese conseeet 
i Re WE ccncewsccevccesee SME. séecnueed o80s0ess nobnnees 
SP EE ME ntccecnesnsdene 33% % Dat -euhsstiet onwinnns 
65 Domestic quarries tile .... .. 3% 14% 1%% tN 
66 Double diamond interlocking 

rubber tiling ... +++ 15% SEE ecnesens ceessees 
68 Duraflex .......... Se MEE Ganceanne eonneent eneueens 
72 Everlasting tile . ° Ot -weetindht wencaint 
73 Feralum anti-slip os 14%  tctesbatinesesans 
Te DROMOCNO cccccccccccccccccce > 11% 8% 6% ‘N 
Te PEED cuccercccesseessoese MEE 600040646 00000004 ac00000e 
TP We WD cxcunececnseandeesne 38% 3% ae Gonamndun 
86 Gold seal battleship linoleum. TE b6s00n00s 04000089 pooesses 
98 Hexagonal tile (vitreous).... 8% at pebtnn eaebesnes 
96 Imperial sanitary fireproof... 17% 9% . oor 
97 Inlaid sheet tiling............ 19% 12% 7 geaceene 
100 Kellastone .........ssesseees - 25% 11% 1% tN 
DE csccepecesesesasosss CHE ccccccces cocceees coocecce 
Be PEED coccccceccoccsccese 24% 5% . wscaanes 
BED ROURNOORD ccccccceccccseccces 12% i sséneite aedaaeds 
109 Limestone—Indiana ......... CE ccccccess c00c.ees cocccces 
111 Linoleum — battleship (Arm- 

GETORE) cccccccccee eee 


116 Appalachian marble . 
117 Georgia marble ..... 
118 Mt. Nebo marble... nue 
119 Vermont Marble ee SHEE 6000006206 06060066 docouned 
124 Masterbuilders’ concrete wit 








BEET ccccveccesscesessce 6% ree 
We BE on sccccccccccevesss 79% On eesueielé \oon dee 
128 Mineral flooring ............. 200% 150% Ce cscscues 


131 Nairn’s linoleum (battleship) NI .......escseeeees ceeeeeee 
133 Nonpareil cork tiling......... ‘ 

St EEE 9608000600 000de0see% 
DPD ccntcondensedcdecnneenes 
Bt EE SD i neccéccccunnsess 






164 Touraine quarries til 
168 Unico elastic tile.... 





DMD Scccesdtoneaanseseece oe 
Se DEE nsackhacheoncdcaedéce 
172 Non-slip floor tile (carborun- 
DD si:ndienaidd Wie eiebsinn 33%% 16%% , ore 
174 Welsh quarries tile .......... 3% 3% 3% tN 
178 Zenitherm art cork........... 20% 14% . ero 
DT Pt, situadseetsedesnes 33% 33% a . Gesadese 
182 Alundum safety aggregate 
i navngesenes eseusheennnes 3% ts: ntaneae debates 
tt PD rvccccbbebedadkecbnd ead Milhaud tence bh henuste gtcaeaaneines 
184 Cement—no hardener ........ 10% Tae besdsonsnsbndecs 


*No increase. +Normal, 


of which the wearing surface is made, but as a matter of 
fact this commodity is but one angle in the selection of 
the ideal hospital floor. 
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TABLE 2. Relative Efficiency of Floors Submitted to Laboratory Test. 


Absorb- Acid and Staining 

Abrasion Pressure Fire ency Alkali E 

DT DIES cc cccnctesescncecéscceccccceoss Cc NT A B B Cc 
BD BPORGG BIE WW. ccccccdccsescccsccocccoce A NT A Cc D Cc 
17 Linoleum—household (Armstrong) ....... D oy E A E D 
BB ASDOBONS 2. cccccccccccccccccce seeseoovese B NT B Cc E E 
BD Terraseo ...ccccccccccccccccccccccccccccecs A NT A A Cc B 
41 Carborundum floor tile...............ce00. A NT A B Cc B 
SY ME dicckdecsecdnsessessesccensioseens B NT B B D Cc 
ee QS ec ccccincacconsaneaceweeeooenss B NT B B c E 
56 Crescent cork tile flooring................ Cc B EB D RB c 
57 Linoleum—inlaid (Armstrong) ........... D B D A E D 
4 RESIS = Cc EB A D Cc 
Be BEE HOE crvrcsccoscencsccedeveceooes E Cc Cc Cc BE A 
65 Domestic quarries tile...............es00+ A NT A B A B 
66 Double diamond interlocking rubber tiling B B B cS Cc A 
 & {aA eRe rrr Pree hs E NT B A B © 
Te PEED GED coccccncvccecocessoececoeses D D D Cc D D 
et) ED v cenkarnecdedannsesebesees B NT A B A B 
Oe LEED snndeescesedceceseoeesccecessetess B NT B +4 E B 
Te MD cccccseseccccoesecssedceseesaees B NT B A D A 
3) (rarer eer erorre rer B NT A B A Cc 
86 Gold Seal battleship linoleum............. D Cc D A D B 
93 Hexagonal tile (vitreous)................+. B NT A B A B 
96 Imperial sanitary fireproof................ © NT NO © D Cc 
Ce Pe BS Cv ca cccccccccccencteseees Cc B E wy E B 
Be BD édeodcaaseceseucnessceneescsnenees B NT A D B A 
ih oe cid en eh eennbeebaaeEs 2 c E A B B 
PD cccbdevendet ecneseseudabeneseooe B NT A c E Cc 
ES Sr er ere rom B NT B B E E 
109 Limestone—Indiana ...........s.eceeecees B NT A A Cc Cc 
111 Linoleum—battleship (Armstrong) ....... © ¢ E B D E 
116 Appalachian marble ...........+.seeeeeees A NT A A E BE 
117 Georgia marble .........cscccccecesccsecs A NT A A A B 
Be Bs, Be Ss a ccc cceccccceveseceecees B NT A A c E 
TED ‘VORMRORE TIATOED occccccccccesccsesecescose A NT A A c D 
ee eed anatase ston dee iendeeee B NT B D D D 
124 Masterbuilders concrete with hardener.... A-B NT A B Cc D 
Se I I ccnceccvesosnecedssdesesée B NT B E D c 
131 Nairn’s battleship linoleum...... cate B S E A D E 
133 Non-Pareil cork tiling ..... B © E Cc E E 
140 Protectile ... itil 4 NT A A Cc E 
Be: ME ccsccece A NT A A RB D 
157 Ceramic tile ........ B NT B Cc A A 
158 Naturized rubber ...... A A A A B B 
i . | arene rr eT rrr te E NT E A c B 
TEE GRROEEEE occ cecccsscccccccccccceceoccecs B NT B A E A 
104 Touraine quarries tile.........ccccccccccce © NT A E A Cc 
i i i Rs nbn cas ce eheneesheeeeee E 4 EB A D Cc 
TID TOD cccccvcccccecccecscccssessontcvoecseoes Cc B B A B NO 
BTL Velvetile 2.0... ccccccccccccccccccceccccces NO NT c A D B 
172 Non-Slip floor tile (carborundum)........ Cc NT A © A A 
174 Welsh quarries tile..........seeeeeeeeeees B NT A B A D 
De TES BOS GOO voc vc ccccvcscsvocesscess 4 A ¢ Cc D B 
Se, ED occ cvccewvapeseecndesdoedenesas © B D Cc c c 
182 Alundum safety aggregate tile............ A NT A B A Cc 
Se DED Vicndabsiaseenheseeesawnsecesacaes E Cc r A c E 

Cc NT A B Cc 


KEY FOR TABLE 2. 


A Excellent ............ 90-99 AQ ggg] QQ 60- 
BD. BeeG cccccccccccosecs -89 E Very Poor ...... Below 530 
CS Te kscsaccudintonces 70-79 NT No Test. 


The base upon which a floor is to be laid is the pre- 
determining factor in the selection of that floor. In newer 
types of construction those entrusted with construction 
are met with probably only one kind of base, either a fin- 
ished or unfinished concrete slab. There is, however, the 
problem of old installations requiring the laying of floors 
over an old wooden base (or one of a comparable nature) ; 
any group entrusted with such an installation should know 
beyond a measure of doubt that the commodity it is select- 
ing will stand up under prevailing conditions. 

Of equal importance is a discussion of the type of 
cove, and the type of wainscoting that are to be used. 
Some floors permit of the installation of both cove and 
wainscoting as an integral part of the floor itself and of 
the same material. This is highly desirable under some 
conditions. The importance of a consideration of this 
problem is herein emphasized. 

There is of course at all times the problem of first 
cost that injects itself into a consideration of the hospital 
floors. This is always a very vital factor in the deter- 
mination of the flooring to be installed. It would be pre- 
sumptuous for the committee to attempt to set up a sched- 
ule of floor costs, by reason of the inaccuracy of such a 
table. The question is merely put at this point to draw 
attention to several vital factors that enter into the after- 
cost of any installation. 


NOTE—While most of the wood flooring assocations submitted 
samples, no gradings are made for the reason that no sample of 
wood floor can in any measure approximate actual service condi- 
tions. There are conditions under which wood floors may be used 
in hospitals but they are special ones and do not fall within the 
scope of this report. 


The floor that requires waxing, polishing, surfacing 
or surface treating may produce a maintenance cost per 
yard per year that will more than offset the difference 
between it and another of a higher initial cost. Therefore 
it is recommended that consideration be given to the pro- 
cedures of maintenance and the cost thereof, in deter- 
mining whether or not the initial cost is high. 

Another phase in a determination of flooring installa- 
tion is the relative expectancy of usage. It is needless 
to say that a floor which will last fifteen years at an in- 
itial cost of $1.00 a foot is less expensive than a floor that 
will last five years at an initial cost of fifty cents a foot. 

Were we able to develop a monolithic type of floor that 
would remain as originally installed, without joints and 
crevices, there is no question but that that floor would be 
the ideal floor from the standpoint of sanitation, main- 
tenance and appearance, and if with that type of floor we 
could secure comfort and noiselessness, we would have ob- 
tained the ideal hospital floor. But, as a matter of fact, 
with expansion and contraction incident to all types of 
construction, monolithic floors never retain their original 
form, and as a consequence we have expansion and con- 
traction cracks that must be resurfaced. The problems of 
durability, maintenance, continuous availability and ease 
of repair immediately present themselves. 

On the other hand, in the installation of other than 
monolithic types, a determination of the type of the floor 
must take into consideration the character of the joining 
material, in order to insure the same degree of sanitation, 
acid and alkali resistance and appearance in the joining 
material as in the flooring material proper. 

A further consideration must determine whether or 
not the floor is an integral or surface flooring, i. e¢., 
whether after a certain period of usage the surface will 


























HOSPITAL 


have been worn down and present a material that is not at 
all comparable in terms of efficiency to the original instal- 
lation. There are certain types of flooring that offer this 
problem. 

It is the belief of your committee that any recommen- 
dations of hospital floors must be predicated upon the ratio 
of evaluations of the pertinent requirements by individual 
boards of trustees. To illustrate specifically, certain types 
of floors have a relatively high rating in terms of ease of 
repair and maintenance and a relatively low rating in 
appearance, noiselessness and comfort. Certain other types 
have a high rating in appearance but a relatively low rat- 
ing in ease of repair, acid and alkali resistance, etc. It is 
therefore incumbent upon the individual group interested 
in an installation to determine which requisites are para- 
mount in its particular case, and then to select the floor 
that has an index of requirements highest for its par- 
ticular need. 

There is a growing tendency in hospital installations 
today, by reason of the apparent economy of maintenance, 
to make installations of certain of the hard types of floor- 
ing. With our modern methods of construction, the prob- 
lem of noise in a hospital is becoming increasingly ob- 
noxious, and it is incumbent upon those entrusted with 
the construction of hospital buildings to offset in every 
way possible the disadvantage incident to concrete and 
steel construction in this respect, by the installation of 
flooring materials that will be efficient insofar as sanita- 
tion, durability, maintenance, fire resistance, ease of re- 

3. Table of Recommendations. 
ft Type Hard Type 

1 Private Rooms 
First choice ... Reinforced rubber...Terrazzo in blocks 


Second choice .. Battleship lMnoleum.Concrete with integral 
hardener and coloring 


Third choice ... Soft mastic......... b5606esebnsenegesaeesene 
2 ards 
First choice ... Reinforced rubber...Terrazzo in blocks 
Second choice .. Battleship linoleum.Concrete with integral 
hardener and coloring 
Third choice ... Soft mastic.......... sedbooegeseseneseenesesce 
3 Service Rooms 
(see note) 
Utility, service 
kitchens, tol- 
lets, baths, 
First choice ... Reinforced rubber... Flint tile (various col- 
ors 
Second choice .. Battleship linoleum. Slate 
Third choice ... Soft mastic.......... Concrete with integral 
hardener and coloring 
4 Corridors 
First choice ... Reinforced rubber... Terrazzo in blocks 
Second choice .. Battleship linoleum.Concrete with integral 
hardener and coloring 
Third choice ... Soft mastic........... eeccccccccccccocccosece 
5 Service Corridors 
First choice ... No recommendation. Asphalt mastic 
ET CEU ats 00 0500000606-000060000 Concrete with integral 
hardener and coloring 
IED Radsccecdbnscowsnvetaetseddbssevessdebberasensece 
6 ries 
First choice ... Reinforced rubber...Quarry tile 
Second choice .. Battleship linoleum. Terrazzo in blocks 
Third choice ... Soft mastic.......... Concrete 
7 ng Rooms 
First choice ... Reinforced rubber... Flint tile 
Second choice .. Battleship linoleum. Terrazzo in blocks 
Third choice ... Soft mastic.......... Slate 
8 Out-Patient treat- 
ment rooms 
First choice ... Reinforced rubber...Terrazzo in blocks 
Second choice .. Battleship linoleum Concrete with integral 
hardener and coloring 
SE GED cnc MEE GUE oncosescentecusessbncesesstntescée 
9 Out-Patient corri- 


dors 
First choice ... Reinforced rubber...Terrazzo in blocks 
Second choice .. Battleship linoleum.Concrete with integral 
hardener and coloring 


Ey ED nc. COURS Unb ccck snus Jecsugndbessedeesveeteee 
10 Kitchens 
First choice ... No recommendation. Quarry tile 
PCS . iss ticrsnndnadbessesel Terrazzo in blocks 
EE MED G0 dks bane 6dsbnendeceacoase Concrete with integral 
hardener and coloring 
ll Offices 
First choice ... Reinforced rubber...Terrazzo in blocks 
Second choice .. Battleship linoleum.Concrete with integral 
hardener and coloring 
ee COD ni: Ge CRONIN, 6n0ds dducdoddeesvatsccncceesssce 
12 Laundry and com- 


Parable services 
First choice ... No recommendation.Concrete with harden- 

er and coloring 
NOTE—On baths and toilets ceramic tile can be used to very 
good advantage, in fact is preferable to flint tile. 
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pair, continuous availability, and acid and alkali resis- 
tance are concerned, and at the same time to use the ma- 
terial that will reduce either by absorption or by resilience 
the noise incident to hospital traffic. Therefore, it is be- 
lieved that insofar as is possible those parts of the hospital 
allocated to patient occupancy and corridors should be 
treated with the socalled soft-type of floors. It is the 
belief of the chairman of this committee that this same 
treatment can be given in various other parts of the hospi- 
tal, such as utility rooms, diet kitchens and operating 
rooms, but it would be presumptuous to make so radical 
a recommendation even though such installations have 
been made and are proving preeminently successful. 

There is a definite objection to the soft-type of floor- 
ing in that it has not the durability of some of the other 
types. This objection was well founded up until the last 
few years. There has been, however, a development in 
this type of flooring that apparently has retained all of the 
advantages of the former group of soft floors, at the same 
time has overcome the objection of pitting, and seems to 
offer a resistance to abrasion which compares very favor- 
ably with the hard type of flooring. 

Based upon laboratory tests, the committee in Table 2 
submits a list of all floor samples submitted with a rating 
on their relative efficiency under the different tests. 

There is also submitted for consideration and proper 
evaluation, a recommendation as to the best type of floor 
for various services. (Table 3.) 

Conclusion. 

In conclusion, the committee holds for itself no 
thought of omnipotence. The subject of the ideal flooring 
is too vast and too important to be definitely decided by 
any one group. The report is the result of more or less 
continuous study over a period of two years. It has en- 
tailed rather arduous labor that has been cheerfully ex- 
pended, not only because of the momentousness of the 
question but because it has visualized such a great ignor- 
ance of the problem under discussion and the necessity 
for more and more study of the question. 
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CATHOLIC MEDICAL WORK IN CHINA. 
Rev. Francis Ford. 

Catholic Medical Work in China is still in the pioneer 
stage. This is not surprising in view of the limitations 
under which foreign medical work labored until recently. 
Even Protestant effort, backed by men and means, has 
not progressed in quality far in advance of Catholic medi- 
cal work, and whatever weakness in organization and 
equipment found in one is also present in the other. 

Recent interest manifested by American and British 
Medical Colleges and by philanthropists has, however, 
given a strong impulse to non-Catholic medical missions, 
and’ the next decade will doubtless show a marked im- 
provement in Protestant medical work. All medical work 
in China, except in three or four instances, is under the 
direction of some one or other mission body, and hence is 
religious in character. 

In the last century western methods of medical treat- 
ment have been eyed askance by the Chinese, and it was 
only after successful demonstration in the cure of sick- 
ness that the barrier of distrust was broken down. This 
timidity still exists to some extent and native medicines 
administered by quack doctors still hold the confidence of 
many. The advent of the Sisters with their care and 
kindness, the opening of orphanages and asylums for the 
aged in the interior and the well-equipped hospitals of 
the port cities have gradually converted many of the 
Chinese to modern medical treatment. 
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There are in China today, according to the incomplete 
returns in “Les Missions de Chine” for 1921, 53 Catholic 
hospitals, 85 dispensaries, 129 orphanages, 51 asylums and 
2 leper settlements. 

The hospitals, except about ten, are below the Ameri- 
can standard though doing a splendid work under the 
charge of the Sisters. The exceptions are well staffed 
modern hospitals in the port cities that cater more to 
foreigners than natives, with well equipped operating 
rooms and a hundred and more beds. We have made, 
then, a fairly good start in the matter of hospitals. 

The dispensaries are often without necessary equip- 
ment or qualified medical attendance and at best are in- 
sufficient for China’s immense population. China has 
about 2,000 cities and large towns and our 85 dispensaries 
reach only a small percentage of the sick in any town. 

The Catholic orphanages and asylums are compara- 
tively numerous, but as this is a peculiarly Catholic work 
not yet taken up by other missionary bodies, even our 
129 orphanages are too few. 

Catholic doctors number not rnore than a dozen in 
the treaty ports. On the mission field, except for one or 
two pioneers, they do not exist. 

Our Catholic nurses are either Sisters or untrained 
native men and women. The Sisters, for the most part 
without diplomas and overworked, are the brightest side 
of medical work in China, and give us a nucleus for strong 
future developments. 

This in brief is the Catholic medical position in 
China today; almost complete absence of Catholic doctors; 
few trained nurses; comparatively many hospitals and dis- 
pensaries, but with few exceptions, below the lowest 
standard of American requirements; successful and large 
orphanages and asylums, and strong material in our many 
Sisterhoods for capable nurses. Medical training is 
limited to one College of Medicine at L’Aurore University, 
Shanghai, with six professors and 350 students. The 
course is in Chinese and French. 

Catholic Hospitals in China. 

Visitors to the treaty ports of China are impressed 
by the commodious hospitals under the management of 
the different Sisterhoods. Three-storied with large ver- 
andas, the Catholic hospitals are striking in appear- 
ance, and departing visitors unless observant may over- 
rate the position of hospitals in China. Few of these 
contain more than 200 beds and the smaller hospitals are 
by far more numerous. 

In all China there is but one hospital bed to every 
25,000 of the population, and furthermore, the hospitals 
are centered in the largest cities leaving hundreds of 
thousands in the towns and smaller cities unprovided for. 
In the Maryknoll Mission of Kwang Tung there are two 
small Protestant hospitals totaling 50 beds for a popula- 
= of 2,800,000, or one bed for every 56,000 of the popu- 
ation. 

These small hospitals are the more common among 
our Catholic institutions. They usually consist of two or 
more small Mission houses, built in semi-Chinese style 
with little attention to fresh air or sunlight. They are 
screened against flies and frequently washed, but rough 
walls, cracked floors, wooden beds, lack of running water 
and baths, militate against asepsis. The patients often 
lie in bed fully dressed and covered by their own blankets. 
In the north the rooms are heated in winter, but often in 
the south where the humidity renders the cold very pierc- 
ing there is no provision for heating the room. 

Few of the Catholic hospitals have resident physicians 
and must depend on the local Protestant mission doctor 
or on the skill, due sometimes to experience, of the Sister 
in charge. Compared with Protestant hospitals our in- 
stitutions stand out well both in cleanliness and nursing. 
The Protestant doctor is often alone in his hospital with- 
out any nurses other than young Chinese boys to whom 
he is teaching the rudiments of medicine. Hence the 
essential quality of a good hospital, efficient nursing, is 
more often found in Catholic institutions. 

_ Inquiries regarding the conditions of Protestant mis- 
sion hospitals in 1920 showed that 34 per cent have no 
nurses whatever, foreign or Chinese; but depend on the 
patient’s friends for all nursing during the daytime, while 
62 per cent have no night nursing; 37 per cent possess no 
bedding; 94 per cent have no running water supply; 50 per 
cent never bathe their patients, while 37 per cent have no 
protection against flies or mosquitos. 











HOSPITAL PROGRESS 


In every one of these details our Catholic hospitals 
are no worse and often better equipped. Notwithstanding 
such a handicap, our hospitals are succoring hundreds of 
thousands and their success is attested to by the crowds 
who eagerlly come for treatment. Many major operations 
are performed successfully, and the zealous nursing of, 
our Sisters has counteracted much of the evil effects of 
the poor equipment. Our greatest weakness is in a non- 
resident medical staff, for which no amount of skillful 
nursing on the part of the Sisters can compensate. 

Catholic Dispensary Work in China. 

To widen the influence of Catholic hospitals and bring 
aid to many who would not through timidity enter a 
mission institution, our Sisters in China have established 
dispensaries. These are depots where minor cases are 
taken care of, where those who need no nursing after 
‘treatment or who are unwilling to stay at the hospital, 
can receive proper care and medicine and then return 
home. 

Every mission station is a dispensary in the general 
use of the term. The missioner on his visitation of each 
village is asked for simple remedies which he usually 
carries with him. 

But the Sisters have set up more pretentious affairs 
than the little, stock of medicines the missioner handles. 
They are aften well stocked drug rooms, spotlessly clean 
and simply equipped, where remedies can be applied with 
dispatch and care. Fixed hours of the day are announced 
for free treatment and much good is accomplished. A few 
of the dispensaries charge a nominal price for treatment, 
as do practically all t4 Protestant dispensaries,—a sum 
sufficient to cover the cost of medicine and‘ container. 
Hundreds flock daily to the little room and wounds are 
bandages, cuts sewed, skin diseases treated and more 
serious cases urged to go to the hospital. 

It is a work peculiarly adapted to present conditions 
in the missions. The outlay in drugs and equipment is 
slight, the necessary skill does not overtax the experience 
of the Sisters and many will come for treatment who 
dread approaching a hospital. It establishes contact with 
the pagans that generates confidence and friendliness, and 
much prejudice is removed. It is often the first step that 
leads to sending the children to our schools and later to 
the conversion of the family. 

House to house visitation of the sick in connection 
with the dispensary, enables the Sisters to baptize many 
a dyihg baby, and sometimes to instruct adults. This 
work among the outpatients could be enhanced by the 
addition of women nurses trained in obstetrics and gyne- 
cology, for the mortality among Chinese women is un- 
paralled in western countries due to the ignorance of 
unskilled neighbors. 

Apathy and open hospitality are most quickly over- 
come by means of the dispensary and a widespread feel- 
ing of gratitude is engendered by the self-sacrificing 
ministrations of the Sisters. The exalted position of the 
Sisters is a living sermon to the Chinese men with whom 
woman holds a lower rank, and their cleanliness preaches 
volumes to the Chinese women. 

The work of the dispensary has even greater effects 
than are immediately evident. It is an object lesson in 
First Aid treatment and one that will gradually affect 
the living conditions of the Chinese and insensibly further 
the urgent need of attention to prophylactic measures so 
common in Western countries. 

THE “OTHER SIDE”. 

Do you ever think of the “Other Side,” 

When things seem to go just wrong? 

When it’s hard to please all the folks we meet 

Each day in this great world’s throng. 

And try as we may, and do what we will, 

It seems we're against the tide. 

O, how much it would help in those weary hours, 

If we’d think of the “Other Side.” 


We find in St. Paul’s famous writings, 
“That no one’s been found who pleased all.” 
For what one likes, displeases another, 
The world’s idol—some turn to the wall. 
So I'll do just what God and my conscience 
Will prompt me each day, then I’ve tried 
To please Him, for the world’s approbation 
Counts for nought, on God’s great “Other Side.” 
—S. M. E., St. Francis Hospital School for Nurses, Hart- 
ford, Conn. 











